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913 North Seventh St. 
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ACCIDENT - HOSPITAL - SICKNESS 


INSURANCE 


For Physicians, Surgeons, Dentists Exclusively 


COME FROM 


$5,000.00 accidental death 

$25.00 weekly indemnity, accident and sickness 
$10,000.00 accidental death 

$50.00 weekly indemnity, accident and sickness 
$15,000.00 accidental death 

$75.00 weekly indemnity, accident and sickness 
$20,000.00 accidental death 

$100.00 weekly indemnity, accident and sickness 








never ex amounts shown. 


ALSO HOSPITAL POLICIES FOR MEMBERS, WIVES 
AND CHILDREN AT SMALL ADDITIONAL COST 





85c out of each $1.00 gross income 
used for members’ benefit 


$4,000,000.00 $17,000,000.00 
INVESTED ASSETS PAID FOR CLAIMS 
— deposited with State of Nebraska 
for protection of our members. 
Disability = not be incurred in line of duty — benefits 
from the beginning day of disability. 
PHYSICIANS CASUALTY ASSOCIATION 
PHYSICIANS HEALTH ASSOCIATION 
49 years under the same management 
400 First National Bank Building Omaha 2, Nebraska 
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MEAT...and the 
PROTEIN NEEDS 
of the DIABETIC 


Not less but more protein than the traditional gram per kilo of body weight 
recommended for the non-diabetic individual promotes an increased 
sense of well-being in the diabetic patient. Liberal amounts of biologically 
excellent protein, such as that provided by meat, are therefore especially 
useful in dietotherapy. 


For supporting the well-being and vigor of the patient, increasing his 
resistance to infection, and minimizing many of the degenerative changes 
common in diabetes mellitus, maintenance of body protein reserves is 
particularly important.''* The former belief that protein foods, especially 
meat, engender hypertension and arteriosclerosis, is no longer tenable. 
On the contrary, deficits in dietary protein are apt to initiate anemia, hypo- 
proteinemia, and retrogressive processes in the kidneys and other organs 


or tissues. 


Ample amounts of high-quality protein foods in the prescribed diet— 
including generous amounts of meat—are important for maintaining a 
good nutritional state in the diabetic patient. Such a diet provides the 
nutritional essentials required in overcoming infections and in prompter 
healing of traumatic wounds. 


Meat, however, is valuable to the patient for more than just its bio- 
logically excellent protein. It also furnishes important amounts of iron, 
thiamine, riboflavin and niacin, and of the newly discovered vitamin B,2 
which, among its several functions, promotes efficient utilization of protein. 


(1) Mosenthal, H. O.: Management of Diabetes Mellitus: An Analysis of Present-Day Methods 
of Treatment, Ann. Int. Med., 29:79 (July) 1948. 


(2) McLester, J. S.: Nutrition and Diet in Health and Disease, Sth ed., Phil., W. B. Saunders 
Company, 1949, page 364. 


The Seal of Acceptance denotes that the nutri- 
tional statements made in this advertisement 
are acceptable to the Council on Foods and 
Nutrition of the American Medical Association. 


American Meat Institute 
Main Office, Chicago... Members Throughout the United States 


WHEN WRITING ADVERTISERS PLEASE MENTION THIS JOURNAL 





specific 
for the 


menopause / 


ESTINYL 


(Ethinyl Estradioh) 


ESTINYL 
is ethinyl] estradiol, a to, es ~ 


natural folliculat hormone. 


ESTINYL. 


Relieves symptoms rapidly — within 3 days in some patients 
Provides a “real lift”—afehgracteristic of estregens derived from natural sources 
Is simply administer¢d— One tablet daily for most patients 
Is economical —cost is within means ofall requiring it. 


CORPORATION + BLOOMFIELD, NEW JERSEY 
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a[new|drug.. . 
for the treatment of ventricular arrhythmias 


PRONE Si YL, Hydrochloride 


Squibb Procaine Amide Hydrochloride 


Oral administration of Pronesty] in doses of 3-6 grams 
per day, for periods of time varying from 2 days to 
3 months, produced no toxic effects as evidenced 
by studies of blood count, urine, liver function, 
blood pressure, and electrocardiogram. Pronestyl 
may be given intravenously with relative safety. 


PRONESTY: 18 A TRADEMARK OF E.R. SQUIBS & SONS 


Pronestyl Hydrochloride Capsules, 0.25 Gm., bottles of 100 and 1000. 
Pronesty! Hydrochloride Solution, 100 mg. per cc., 10 cc. vials. 


For detailed information on dosage and administration, write for 
literature or ask your Squibb Professional Service Representative. 





SQUIBB MANUFACTURING CHEMISTS TO THE MEDICAL PROFESSION SINCE 1858. 
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“Premarin”—a naturally oc- 
curring conjugated estrogen 
which has long been a choice of 
physicians treating the climac- 
teric—is earning furtherclinical 
acclaim in the treatment of 
functional uterine bleeding. 


The aim of estrogenic therapy 
in functional uterine bleeding 
is to bring about cessation of 
bleeding, and to produce sub- 
sequent regulation of the cycle. 
Once hemostasis «is achieved, 
the maximum daily dosage of 
“Premarin” must be continued 
to prevent recurrence of bleed- 
ing. This schedule forms part 
of cyclic estrogen-progesterone 
treatment for attempted salvage 
of ovarian function. 


“Premarin” contains estrone 
sulfate plus the sulfates of equi- 
lin, equilenin, 8-estradiol, and 
8-dihydroequilenin. Other a- 
and f-estrogenic “diols” are 
also present in varying amounts 
as water-soluble conjugates, 


ARIZONA MEDICINE 


An “estrogen of choice 

for hemostasis 

is ‘Premarin’ 

in tablets of 1.25 mg. ... 

The usual dose for hemostasis 
is 2 tablets three times a day. 
If bleeding has not decreased 


definitely by the third day of 
treatment the dosage level 


may be increased by 


99% 


30 per cent. 


*Fry, C. O.: J. Am. M. Women’s A. 4:51 (Feb.) 1949 


MARI 


Estrogenic Substances (water-soluble) 
also known as Conjugated Estrogens (equine) 


Four potencies of “Premarin” permit flexibility of 
dosage: 2.5 mg., 1.25 mg., 0.625 mg., and 

0.3 mg. tablets; also in liquid form, 0.625 mg. in each 
4 cc. (1 teaspoonful). 


Ayerst, McKenna & Harrison Limited 
22 East 40th Street, New York 16, N. Y. 
5009 R 
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The Only Form 
Pure Crystalline Of This Important 


Vitamin 


Vitamin B,, 
Official In The U.S. P. 





PREFERRED BECAUSE 
potency, purity, and lack of toxicity of 
crystalline vitamin By are clearly estab- 
lished. 


‘Potency: Potency of this U.S.P. product is accu- 
rately determined by precise weight. 


Purity: Pure anti-anemia factor. 


Efficacy: Produces, in microgram dosage, maxi- 


mum hematologic and neurologic effects. 


Tolerance: Extremely well tolerated; “‘no evidence 
of sensitivity” has been reported. 


Toxicity Studies: 
In recent pharmacologic investigations, 
extremely ions doses of crystalline vita- 
min Bie (1,600 mg./Kg.) caused no toxic 
reactions in any of the animals treated. 
In contrast, 3 mg./Kg. of a “concentrate” 
caused fatal reactions in 100 per cent of 
the animals treated. 
oe to sates and produce vita- 
min Bj2—supplies stalline Vitamin _ , 
By in alias ehetlant tier the trade- Cobione ts the registered 
mark Cobione.* Your pharmacist stocks trade-mark of Merck & Co., Inc. 
Cobione in 1 cc. ampuls containing 15 for its brand of Crystalline 
micrograms of crystalline vitamin By. Vitamin Br2. 


Bi2COBIONE' 


Crystalline Vitamin Byg Merck 





New York, N. Y. + Philadelphia, Pa. - St. Louis, Mo. + Ciicago, Ill. + Elkton, Va. - Danville, Pa. - Los Angeles, Calif. 


In Canada: MERCK & CO, Limited. Montreal - Toronto + Valleyfield 


WHEN WRITING ADVERTISERS PLEASE MENTION THIS JOURNAL 





Vol. 8, No. 2 ARIZONA MEDICINE 


Effective against many bacterial 
and rickettsial infections, as well as 
certain protozoal and large viral diseases 


AUREOMYCIN 


The insatiable demand for aureomycin 
throughout the world has necessitated not 
only a tremendous expansion of our produc- 
tion capacity in the United States, but the 
setting up of highly complex technical organ- 
izations in other countries, looking toward 
eventual universal distribution of this extra- 
ordinarily valuable antibiotic. The huge tanks 
in which the basic fermentations are carried 
out have a capacity of 20,000 gallons each. 
Rigid precautions are taken ‘to avoid con- 
tamination by viruses (actinophages) which 
feed upon actinomyces, and by other micro- 
organisms, which may necessitate the dis- 
carding of an entire batch. The efficiency 
of this fermentation has been increased stead- 
ily since the first introduction of aureomycin. 
This has been accomplished for the most part 
by the use of improved media and of higher- 
yielding mutants. 

Aureomycin is now available in a number of 
convenient forms, for use by mouth and in the 
eye. New forms of this antibiotic of unsurpassed 
versatility are constantly being brought out. 


Capsules: Bottles of 25 and 100, 50 mg. each capsule, 
Bottles of 16 and 100, 250 mg. each capsule. 


Ophthalmic: Vials of 25 mg. with dropper; solution 
; prepared by adding 5 cc. of distilled water. 


LEDERLE LABORATORIES DIVISION awemcuw Ganemid cour 30 Rockefeller Plaza, New York 20, N.Y. 
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vn w LUNG Of Sweats veins 


You'u pave the way for successful sulfonamide therapy when you 

appeal to small fry with candy-like, good-looking Duozine Dulcet 

Tablets. These medicated cubes not only taste but look like a 

suspension with treat—there’s nothing about them to remind children of medicine. 
we aukallalzes But here disguised is a stable, uniformly potent sulfadiazine- 
erable: oronee sulfamerazine combination (equal parts). These drugs, according to a 

fhavored Dp rovidet recent report!, ‘ . . . qualify at present for first and second 

place, respectively, as components of any mixture.” 

With Duozine Dulcet Tablets, mother can administer accurate 
dosage merely by counting out the prescribed number of tablets. Dosage 
can also be readily adjusted to adult needs, and you'll find many 
grown-ups who prefer this tasty medication to ordinary tablets. 

The next time sulfonamides are indicated why not combine 
treat and treatment? Duozine Duylcet Tablets in 
0.3-Gm. and 0.15-Gm. potencies, bottles of 100. Obbott 
1. LEHR, ©. (1950), RELATIVE MERITS OF COMMONLY USED SULFONAMIDE DRUGS 45 COMPONENTS OF MIXTURES, 

N. ¥. STATE J. MED., 50:1361, JUNE, 


64.0 Duleet’ Tablets 


(SULFADIAZINE-SULFAMERAZINE COMBINED, ABBOTT) MEDICATED SUGAR TABLETS, ABBOTT 
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Of all smells, bread; 
Of all tastes, salt. 
CG George Herbert (1640) i) 


- 





The liking for salt — and plenty of it— is particularly common to Americans. 


“The average American diet contains a daily 
intake of 6 to 15 Gm. of salt...And the effec- 
tive, true low sodium diet will possess less 
than 2 Gm.” 


When sodium restriction must be imposed, the desired “salty tang” 
can be given to foodstuffs with 


NEOCURTASAL’ 


Salt without Sodium 


“Most patients favor this product.”* Neocurtasal imparts a crisp flavor to 
vegetables, eggs and other foods—encouraging the patient to continue on 
a low sodium diet. 


Neocurtasal is a completely sodium free seasoning agent, which looks and 
is used like ordinary table salt. 


CONSTITUENTS: Potassium chloride, ammonium chloride, potassium 
formate, calcium formate, magnesium citrate and starch. Potassium content 
36%; chloride 39.3%; calcium 0.3%; magnesium 0.2% 
Available in convenient 2 oz. shakers and 8 oz. bottles. 
Write for pad of Low Sodium Diet Sheets. 


LJ 
Glarilltot Sttcarns n. 
New Yorx NY. Whieosoa, On. 


1. Dennison, A.D.: Jowr. Med. Soc. New Jersey, 46:139, Mar., 1949. 
2. Seslaw, M.S.: Jowr. Florida Med. Assn., 34:657, May, 1948. 
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of Terramycin therapy 





18 cases of 



































“With the exception of one subject...there was a dramatic fall in the tem- 
perature within twenty-four to thirty-six hours after the first dose of terra- 
mycin was given. The major decline in fever occurred during the first 


twenty-four hours after institution of therapy.” 


“Improvement in the acute symptoms...usually coincided with the fall in 
temperature. In many instances ...symptomatic improvement actually pre- 
ceded the fall in temperature.” 


Melcher, G. W. ; Gibson, C. D. ; Rose, H. M., and Kneeland, Y.: J. A. M. A. 143:1303 (Aug. 12) 1950, 


Antibiotic Division 
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“Excellent” and “dramatic” response 


“The response to terramycin therapy was considered 
excellent in every case and there were no cases in 


which treatment failed.” 


Meicher, C. W. ; Gibson, C. D. ; Rose, H. M., and Kneeland, Y. : J. A. M. A. 143:1303 (Aug. 12) 1950, 


Dosage: On the basis of findings obtained in over 150 leading 
medical research centers, 2 Gm. daily by mouth in divided 


doses q. 6 h. is suggested for most acute infections. 


Supplied: 250 mg. capsules, bottles of 16 and 100; 
100 mg. capsules, bottles of 25 and 100; 


50 mg. capsules, bottles of 25 and 100. 


Terramyemn may be highly effective 


even when other antibiotics fail. 
Terramyem may he well tolerated 


even when other antibiotics are not. 
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CAMP Scientific Tengen Fitting Courses stress the im- shown a group of fitters being instructed in the practical 
portance not only of theory but also the practical appli- fitting of a patient (pendulous figure type) with a Camp 
cation of knowledge in clinical ‘workshops.’ Above is orthopedic back brace. 


A BASIC CAMP CREDO 
**Education before Sales’’ 


‘‘How skilled is the fitter Every physician is justified in asking that question. 


who renemunn the duty of This year will mark the 23rd annual series of Camp Scientific 

carrying out my instruc- Support Fitting Courses under medical supervision. Beginning 

tions when I prescribe a in New York City, they will be held in principal cities through- 

scientific support?”’ out the nation. Estimated enrollment will include over a thou- 
sand representatives from reliable stores in all parts of the 
country. These courses are conducted by our Training Director, 
Medical Director, Designer and a staff of registered nurses. In 
addition to the formal sessions the nurses are constantly instruct- 
ing smaller groups and individuals in countless other cities. 


Since 1929 we have trained more than 16,000 fitters in the 
United States and Canada. That is why Camp research, Camp 
design and Camp craftsmanship can provide the ultimate in 


Camp Scientific Supports are sold 
and fitted in reputable stores in your 
community. service to the patient. 


S. H. CAMP and COMPANY, JACKSON, MICHIGAN 


World’s Largest Manufacturers of Scientific Supports 
Offices in New York.+ Chicago + Windsor, Ontario « London, England 
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LACTOGEN 


When the supply of breast milk is inadequate or when lacta- 








tion fails entirely, there is no better formula than Lactogen. 
Designed to resemble mother’s milk, it consists of whole cow’s 
milk modified with milk fat and milk sugar. It differs, however, 
in one important respect: the protein content of Lactogen in 
normal dilution is one-third greater than that of mother’s 


milk—2.0% instead of 1.5%. 


OL Complite Infant Formula In. One Package 


Lactogen contains all the ingredients of a well-balanced infant 
formula. In addition, it is fortified with iron to compensate 


for the deficiency of this mineral in milk. 


Cesly Paparu... Maruy Ad, Wat 


Lactogen is simple to use. The prescribed amount is stirred 





into warm, previously boiled water. Either a single feeding 
can be prepared, or the entire day’s quantity can be made up 


and stored in the refrigerator until used. 


THE NESTLE COMPANY, INC. 


COLORADO SPRINGS, COLORADO 


NOTABLY HIGH IN 
PROTEIN CONTENT 
Lactogen contains 
a generous amount 
of protein ... more 
than enough to 
satisfy every protein 
need of the rapidly 
growing infant. 
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The MF-49, pons to all recognized — technics, is illus- 


trated here with the contour applicator. Air-spaced electrodes, 
induction cable, and electrodes for cuff technic can also be used. 
A smooth current is provided for minor electrosurgery. 


Accepted by the A.M.A. Council on Physical Medicine and Re- 
habilitation, the Federal Communications Commission and the 
Underwriters Laboratories, 


Neti MF-49 


UNIVERSAL DIATHERMY 


Let us send you literature, including prices. Just jot 
oS down “MF-49” on your card or letterhead, and mail 
to — 


Distributed in Arizona by 
STANDARD SURGICAL SUPPLY 
PHOENIX TUCSON 


710 N. First Street 809 E. Broadway 
WHEN WRITING ADVERTISERS PLEASE MENTION THIS JOURNAL 
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A constantly reliable bottled water . . . <<! Wampum 
Pure ... Fresh . . . Naturally Soft 


Untreated . . . Sterilized Equipment Say ...-. 


Delivered. Also Distilled Water. Smart Medicine Man havum sure prescrip- 
; tion for future security. A savings ac- 
count, added to regularly, that earns you 
& a 2% return. Write this prescription for 
yourself—open an insured savings account 


PHONE 2-4645 now, save for your future. 


. IRST FEDERAL 
RAINBOW WATER CO. AWN GS ccc! Lec Aun. 


JOSEPH G. RICE, PRESIDENT 








332 East Seventh Tucson 
30 West Adams, Phoenix @ Orange at 4th Ave., Yuma 


2% Earnings @ Savings Insured Up To $10,000 
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CLIFTON H. BRIGGS, M.D., F.A.C.S., Associate Director 
ETHEL FANSON, M.D. CARLOS F. SACASA, M.D. 
DOUGLAS R. DODGE, M.D. HERBERT A. DUNCAN, M.D. PASADENA. CALIFORNIA 
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LIVERMORE SANITARIUM 


* The Hydropathic Department 
devoted to the treatment of gen- 
eral diseases, excluding surgical 
and acute infectious cases. Special 
attention given functional and or- 
ganic nervous diseases. A well 
equipped clinical laboratory and 
modern X-ray Department are in 
use for diagnosis. 





* The Cottage Department (for 
mental patients) has its own fa- 
cilities for hydropathic and other 
treatments. It consists of small 
cottages with homelike surround- 
ings, permitting the segregation of 
patients in accordance with the 
type of psychosis. Also bungalows 
for individual patients, offering 
the highest class of accommoda- 
tions with privacy and comfort. 


GENERAL FEATURES 


1. Climatic advantages not excelled in United States. Beautiful grounds and attractive surrounding country. 
2. Indoor and outdoor gymnastics under the charge of an athletic director. An excellent Occupational Department. 
3. A resident medical staff. A large and well-trained nursing staff so that each patient is given careful individual attention. 


Information and circulars upon request. CITY OFFICES: 
Address: O. B. JENSEN, M.D. 
Superintendent and Medical Director SAN FRANCISCO OAKLAND 


LIVERMORE, CALIFORNIA 450 Sutter Street 1624 Franklin Street 
Telephone 313 GArfield 1-5040 GLencourt 1-5988 




















SOUTHWESTERN SURGICAL 
SUPPLY CO. 











YOUR COMPLETE SOURCE IN THE SOUTHWEST 
FOR ALL ETHICAL MEDICAL EQUIPMENT AND 
SUPPLIES. 


PHOENIX TUCSON EL PASO 
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PETROGALAR, given at bed- 
time—not with meals—has 
no adverse effect on absorp- 
tion of nutritive elements. It 
provides a relatively small 
but highly effective dose of 
mineral oil augmented by a 
bland, hydrophilic colloid 
base. The result is a soft- 
formed, easily passed stool, 
permitting comfortable 
bowel movement. 

If preferred, PETROGALAR 
may be given thinned with 
water, milk, or fruit juices— 
with which it mixes readily. 


» 
Wyeth Incorporated, Phila. 2, Pa. 














WHEN WRITING ADVERTISERS PLEASE MENTION THIS JOURNAL 





ARIZONA MEDICINE February, 1951 





WAYLAND’S McLeod 


TWO STORES Optical Dispensers 
Ww 


Wayland’s Prescription Pharmacy 
13 E. Monroe Street 
Phone 4-417] 


Distributors of 

@® FRAMES and LENSES 
® FIELD GLASSES 

® BINOCULARS 

@® MAGNIFIERS 

® RIFLE SCOPES 


Wayland’s McKinley Pharmacy 


138 W. McKinley Street 


Phone 4-7243 Main Office: 522 Professional Building 


Phone 2-9201 
PHOENIX, ARIZONA 
I's easy to park at our new 

Ww Branch Office: 1507 North 7th Street 


Phone 4-0111 
FREE DELIVERY 


Peprin Spat ae rare 

















A TRULY OUTSTANDING INSTRUMENT! 


THE 7, / P Tj 
BY BECK-LEE 


world’s largest exclusive manu- 
facturer of electrocardiographs. 


Ae 


The Cardi-all, direct writing electro- 
cardiograph, provides records of high- ‘ 
est fidelity through the full frequency THE CARDI-ALL, com- 
Galvomotor galvanometer. The physi- plete with all accessories 
cian is assured of clinically precise 
cardiograms. 


The Cardi-all, measuring 8¥2 x 11 x 14% inches weighs only 27 
pounds completely loaded and all accessories are carried within 
the instrument. 


Effective voltage stabilization, automatic grounding and the 
special AC control permit the use of the instrument, with equal 
ease, in the office, home or hospital. 
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For a demonstration in your office, without obligation, call 


CLICO LABORATORY AND X-RAY SUPPLIES 
335 WEST McDOWELL ROAD Phone 2-5413 
PHOENIX ARIZONA 


QUARTZ STRING ELECTROCARDIOGRAPHS 
MODEL E...$645 MODEL ERA... $725 
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WHEN AN ORTHOPEDIC 
MATTRESS IS INDICATED 


Restful, healthful body adjustment is 
supplied by the Spring Air Back Supporter 
Mattress, with its high density construction 
of lightly compressed coils of extra large 
diameter. Made of conventional, time-proven 
materials, to a new design which 

provides positive back support without 
interfering with circulation. See it 

at your favorite furniture store . . . 
recommend it with confidence. 





Manufactured in Phoenix by 
SOUTHWEST MATTRESS CO. 
1710 EAST WASHINGTON ST. 
PHOENIX, ARIZONA 
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Du WALT 
SUPPORTER BELT 


Recommended by physicians 
and surgeons—and worn by 
millions as post-operative 
and sacroiliac aid and as 
general support. Super 
powered surgical elastic 
construction provides posi- 
tive support. 


JOHN B. FLAHERTY CO., Inc., BRONX, N.Y. 
Since 1898, Manufacturers of Surgical Elastic Supports 





Our members are dairymen whose busi- 
ness is supplying good milk for 


(NEBSTERG) 


milk and milk products. 

We are aware of the importance of good 
milk to good health and of our obligation 
to supply a product which will merit your 
confidence. 


ARIZONA MILK PRODUCERS 
422 Heard Building Phone 3-0893 
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/ with the 
7 BIRTCHER 
BLENDTOME 


Frequent necessity of cervical repair 
suggests the practicality of having a BLEND- 
TOME ELECTROSURGICAL Unit in the office 
or clinic. With this instrument, the doctor is 
enabled to do a smoother cervical conization. The 
BLENDTOME cuts and coagulates simultane- 
ously with a blended current. Scar and other tis- 
sue is cut through quickly and easily; blood and 
lymph vessels are almost instantly sealed. The 
cleaner field results in reduced trauma and opera- 
tive shock, smoother convalescence and more 
rapid healing. 

The Birtcher BLENDTOME was designed for 
use in the doctor's office or private clinic. It pro- 
vides electrosurgery for all but the strictly major 
cases. There are many everyday uses for the 
BLENDTOME-~any case indicating fast and 
sure cutting with simultaneous sealing off of 
blood and lymph vessels. 

Consider how much more you would be able 
to do with the ease, timesaving and effective- 
ness of a Birtcher 

BLENDTOME in 

your own office. 

Write for litera- 

ture, 


THE BIRTCHER CORPORATION 


To: The BIRTCHER Corp., Dept. AR 2-51 
5087 Huntington Dr., Los Angeles 32, Calif. 


Please send me, by return mail, free brochure 
on the portable Blendtome Electrosurgical Unit. 


Dr. 
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THE JONES WATERLESS 
MOTOR-BASAL METABOLISM UNIT 


An Important Requisite for any 
Complete Examination 


For differential diagnosis of the symp- 
tom-complex of fatigue, nervousness, 
increased heart rate, tremor, emotional 
instability and depressed mental and 
physical efficiency, nothing is so reveal- 
ing as an accurate B.M.R. determina- 
tion. 


Time-Proven Features of the Motor- 
Basal 


ACCURACY... 

*Equipped with unique device to pre- 
vent chance technical errors. 

*Use of two-slope graph to cancel out 
errors caused by breathing chamber re- 
sistance variations seen in single-slope 
or other types of graphs. 


SIMPLICITY... 

*Simplified technical routine, easily 
followed. 

*No barometer or thermometer cor- 
rections. 

*Elimination of all calculations and 
computations. No tables or charts. 


DEPENDABILITY... 

*Guaranteed against defects in work- 
manship or material. 

*Tested and approved by millions of 
satisfactory tests, throughout more than 
25 years of use, by more than 30,000 
satisfied users. 

*Constructed to withstand heavy duty 
and to give years of satisfactory serv- 
ice. 





j COUNCIL ON 
PHARMACY 
HEMISTRY Af 
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ARE YOU GETTING ACCURATE BASALS? 


Often the reason for inconsistent information from your B.M.R. reports is that the unit 
was installed without personal instruction in its use. 


Our policy is to give personal instruction with each installation of the Jones MOTOR- 
BASAL. This insures proper technique, understanding of the unit and of the diagnostic im- 
portance of the test. 


Whether you are dissatisfied with results from your present unit or just thinking of doing 
your own metabolism work, we invite you to write us for details on our service. 


As authorized representatives for Jones Metabolism Equipment we also carry a complete 
stock of accessories and supplies, and are equipped to render service to Jones machines already 
in use. 


WAITT-RANDOLPH EQUIPMENT COMPANY 


Distributors for North American Philips Company, Inc. 
539 E. McDowell Road Medical Arts Building 


Established In 1923 


Phoenix, Arizona 
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PLASTIC SURGERY FOR THE GENERAL SURGEON 


W. R. MANNING, M.D., F.A.C.S.° 


Tucson, Arizona 


Plastic surgery might well be defined as being 
that specialty of surgery dealing with the restora- 
tion of defects both congenital or acquired which 
improve function and esthetic effect. It is there- 
fore obvious, that there are a great many plastic 
surgical procedures used daily by the general 
surgeon as well as in other surgical specialities 
that might be termed plastic surgery. It becomes 
quite apropos that we discuss those principles of 
this particular field which might apply to gen- 
eral surgery, enabling us to do more for our 
patients. 

One of the basic principles of plastic surgery 
is the interpretation of defects or disfigurements 
in terms of tissue loss, distortion and functional 
involvement. The preoperative planning of any 
surgical procedure should entail careful and 
thorough examination in order to estimate not 
only the loss of tissue but what tissues are in- 
volved as well as the degree of functional im- 
pairment. The general surgeon daily studies 
these problems in relation to practically any type 
procedures that he might carry out in regard to 
placement of incision, the approximation of tis- 
sue layers, the correction of distortion or ten- 
sion. 

Transplanted tissues should morphologically 
always resemble as close as possible the tissue 
which it is to replace. This applies to fascia, 
skin, mucous membrance etc. Skin transplants 
should be selected from an area which approxi- 
mates the original as nearly as possible in re- 
gard to color, texture, thickness, as well sa hair 
distribution. Another principle is that the re- 
pair of the defect must not produce another de- 
fect equally as great. This sounds as if it is a 
very simple and obviously understood principle, 


*American Board of Surgery. Read before Arizona State Medi- 
cal Society, annual meeting, Phoenix, Arizona, May, 1950. 


and yet there are a great many attempts at re- 
pair which have resulted in disfigurement far 
greater than the original injury or defect. 

A word should be said as to psychological con- 
siderations. There is no relationship existing 
between a persons physical defect and his re- 
actions to it. Frequently we find patients with 
but a slight facial or bodily disfigurement who 
suffer a great deal more mental distress than 
those whose defects are severe and pronounced. 
Psychiatric consultation has been used and should 
be used more freely when a surgeon is confronted 
with a patient whose defect might be a reflec- 
tion of a psychological state. 


Besides the complete understanding of the 
patients personality and his disfigurement or de- 
fect, one should make sure that the patient him- 
self realizes the need for plastic surgical correc- 
rection as well as the difficult and meticulous 
work that is to be required to correct such dis- 


figurement. A patient who cooperates 100% 
makes the practice of surgery a pleasure. Photo- 
graphic record should always be made both be- 
fore and after operation and all views should be 
taken, particularly in color, in order to have 
a very definite and lasting impression in the 
file of the patient. 


Preoperative Preparation 

Preparation of the skin for operative proce- 
dures should utilize mechanical cleansing with 
soap and water and preferably 48 hours prior 
to surgery. The skin should not be stained by 
one of the colored antiseptics inasmuch that it 
removes the true color of epidermis as well as 
the faint lines that are so frequently used in the 
transposition of skin. Cyanosis is another factor 
that should not be masked and one of the clear 
antiseptics is preferable. 
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The preoperative preparation should pay care- 
ful attention to shaving of the skin so that such 
skin is not inadvertently nicked in the shaving 
process, and so that the exact position of all hair 
and point of hairline is noted and kept in mind 
by the surgeon. In working about the head, 
the eyebrows should NEVER be shaved. I have 
had occasion in the past two years to have seen 
three cases wherein the eyebrows were shaved 
by resident physicians in the hospital and to 
date these eyebrows have not returned. There 
remains in their place only a very short stuble 
which will take many years to grow to its normal 
length if it ever does produce normal hair length. 


In immediate repair of lacerations nothing 
takes the place of thorough cleansing, copious 
lavage and careful debridement. 


Instruments 

While we seem to be talking about the field 
of plastic surgery as it is known as a specialty, 
we are actually speaking of the general surgeon 
who should be cognizant of simple plastic sur- 
gical principles, and the means to obtain equal 
results. In my opinion nothing can surpass fine 
instruments in this type of work. The skin 
can be handled freely providing one does not 
traumatize, which means that the mousetooth tis- 
sue forceps should be of a fine character, or- 
dinarily one and two teeth. The G. B. New or 
the Adson pickups are admirable for this work. 


Needles need not be many in character or 
type and two of the most generally acceptable 
are of an Anchor brand, one heavier for the 
buried catgut listed as an 1844-4, the other for 
the skin and listed as 1831-3. A very excellent 
adjunct in the help of handling skin is the use 













































Fig. 1—Illustrating basic instruments essential in 
fine plastic technique—"pickups”, needle holder, 
dural hooks and fine needles. 
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of dural-hooks. When working about the face 
one should handle the skin as little as possible 
and these dural hooks serve admirably for posi- 
tioning skin. 

The knife blade should always be sharp and 
a new blade used quite frequently. It is abso- 
lutely essential that as straight and as right 
angle an incision as possible is made when going 
through skin. The number 15 blade is the most 
universally used. 





Suture material should be as fine as a man 
can work with and depends entirely upon the 
area in which the work is being done. For the 
buried suture, it is my practice to utilize 4 or 5-0 
catgut to approximate the fatty layer and utilize 
such catgut in the subcuticular layer which will 
slightly evert the skin edges and give coaptation 
without tension. Silk for the skin is my own 
personal preference although nylon, horsehair, 
cotton and steel are used by many men. In work- 
ing about the face 5-0 and 6-0 depending upon 
the exact site of the approximation necessary 
are most commonly used. About the neck per- 
haps 4-0 is most universally used. Certainly 
nothing any larger than 4-0 should ever be used 
in any situation other than when the skin is 
extremely thick. If one desires to be exception- 
ally particular relative to coaptation, a subcuti- 
cular continuous steel wire threading from one 
side to the other as a pullout can be used al- 
though if the fine silk sutures are removed within 
24-36 hours no stitch holes will ever remain. 


The skin grafting instrument used depends 
upon ones own choice. My own preference, 
simply because I have used it the longest, is the 
Padgett-Hood Dermatome. I have had occasion 
to use the Reese Dermatome which carries with 
it the dermatape and is admirable for pattern 
grafts. Brown’s electric knife is very excellent 
although I have had no personal experience with 
it, nor have I had with the Vacutome. Free 
handcutting with the Ferris-Smith, the Blair 
knife, are perfectly acceptable but again it is an 
individual variant as to proficiency of the opera- 
tor. 


Subcutaneous Closure 

Prerequisite to any skin approximation is the 
closure or coaptation done beneath the skin 
level which is the most important part of any 
plastic surgical procedure directed toward the 
establishment of a fine scar. The fat layer should 
be obliterated by interrupted buried catgut, 
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utilizing 4 or 5-0 or if one chooses the same size 
of cotton, silk or steel. The subcuticular stitches 
should be placed with an inverted type knot 
which is buried, utilizing very fine material, and 
allowing the skin to fall together. 

The suture material in the epidermis itself is 
used only for very fine eversion and approxima- 
tion and can all be removed within 24-36 hours. 
If a wound is approximated in its deeper layers 
with minimum and yet adequate amount of ap- 
proximating material, the skin edges should re- 
quire no tension whatsoever. The epidermis 
should have its cut edges slightly everted and 
there will be no necessity for bridging by fibrosis. 

The skin suture should be placed closely to- 
gether and on the face it is recommended that 
a suture be placed no further than 3/16 of an 
inch apart having the knot on the side rather 
than across the wound edges. The sutures are 
placed so that there is no strangulation which 
can easily be identified by blanching at the point 
of entrance and exit of the suture material. It is 
helpful, I feel, particularly in wounds about the 
face, that no dressing be applied unless such 
is necessary from the standpoint of compression, 
as in skin grafting or with undermining. 

The wound should be kept uncovered and the 
nurses instructed to free all serum from the 
wound particularly overlying the incision itself. 
Serum has a tendency to collect between the 
wound edges causing expansion and requires that 
approximation depends upon absorption of serum 
and replacement of fibrous material. Also, if 
the wound is kept clean from clotting or scab- 
bing, there is less tendency for contamination 
than when sealed over by such excrement. The 
sutures are removed about the face—% in 24 





Fig. 2—Showing placement of subcutaneous in- 
verted suture. Note inclusion of only minute 
amount of lowermost dermis. Relieves tension on 
skin suture. 
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hours—the remainder in 36, but with collodion or 
other bridging type dressing applied to continue 
support. If such incision is about the eyelids 
then closure and immobilization is effected by 
dressing to include not only the eyelid involved 


but both eyes. 
SKIN SUTURE 


1. INTERRUPTED 
2. NOT OVER 3/16" APART 


PLACEMENT 


Produces further eversion and holds most 
tension on deeper layers 
“oot on side 
Fig. 3—Placement of skin suture. Note that the 
deep portion of suture holds most tension. 
dy 


Fig. 4—Severe left temporal laceration at time 
of injury. 
Langer’s Lines 
One of the most beneficial of all means we 
have of assuring ourselves of a minimal scar, is 
to. place our incisions following Langer’s lines. 
These lines have been carefully worked out 
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Fig. 5—Appearance at 24 hours. ¥2 sutures 
removed at this time. 








£ 


Fig. 6—Final appearance at 4 weeks. Scar hardly 
visible. 





many years ago and have been confirmed in re- 
cent years by various authors. The theory is 
based upon the fact that the skin lines which are 
tension lines parallel the pull of the underlying 
muscles. Therefore ,if one places the incision 
paralleling such tension lines, the pull will be 
along the line of incision rather than across it 
and will prevent retraction due to such muscle 
tension. There is one word of caution that should 
be observed and that is about the mouth and 
face the lines vary somewhat. It is very diffi- 
cult to determine exactly how these skin lines 
vary although if one will ask the patient to purse 
the lips and show the teeth etc., going through 
all the various maneuvers of the facial muscla- 
ture, one can see quite readily the lines that 
should be followed when an incision is to be 
placed on the face. 
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Skin Grafting 

Grafting of skin is one of the most universal 
means we have of covering a defect whether it 
be traumatic or surgical. The skin, as we all 
know, can be cut to various thicknesses and any- 
one with a little patience and minimal amount 
of mechanical ability can adequate cut a skin 
graft to any thickness that he desires. The ma- 
jority can easily use mechanical type of skin 
grafting instruments, namely the Dermatomes, 
rather than carry out difficult free hand cutting. 
There are many men in the country that can cut 
uniform free hand grafts with the knife, but I 
admit that I am certainly not one of them. The 
skin grafting procedure is most valuable when 
we think of coverage of such things as large 
traumatic defects, whether they be complete 
avulsion, burns, or any other type of epidermis 
removal. In the procedure of radical mastec- 
tomy when one must go extremely wide, the 
area can be very easily closed over utilizing a 
skin graft and allowing the patient to have a 
very satisfying result rather than all the trouble 
that follows with skin sutured under severe ten- 
sion. Of course, in the treatment of burns, the 
use of the skin grafting is invaluable. A word 
should be mentioned to the fact that skin graft- 
ing should be done as early as possible, and 
not delayed beyond three to four weeks at the 
most. 























































Fig. 7—Langer’s lines—taken from Barsky “Plas- 
tic Surgery.” 
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Fig. 8—Illustrating use of skin graft following 
wide radical mastectomy. 


Fig. 9—Chronic leukemic ulcer of 4 years dura- 
tion. Extremely painful. 


10—Ulcer grafted. Free of pain. 
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Still another use for our skin grafting proce- 
dure is the full or split thickness graft termed 
by many the “cutis graft”, and used for severe 
recurrent type hernia. This graft is placed 
within the wound, obliterating all dead space 
and is sutured under definite tension. I have 
used this on several cases of hernial repair, 
when the patient had multiple episodes of re- 
currence, with very gratifying results. 


é 


Fig. 11—Use of full thickness skin as buried 
graft in right inguinal herniorrhaphy. 


Our postoperative treatment and follow up in 


grafting is of maximum importance because of 
the big and dangerous factor of infection. If we 
are grafting in an area where we are anticipating 
infection, such as about the buttocks or the peri- 
neum, it is my feeling that the wet technique 
of Kiskadden should be utilized. This technique 
embodies placement of the graft, coverage with 
two thickness of gauze and then laying of mul- 
tiple catheters with heavy coverage over the en- 
tire dressing. The grafts are kept wet utilizing 
saline ordinarily, although if one anticipates or 
finds that the wound is contaminated with pyoc- 
yaneous infection then dilute acetic acid can be 
alternated. This technique has produced remark- 
able results in areas which are infected or which 
are very prone to become infected. 

I am going to mention pinch grafting only to 
condemn it. The pinch graft is a valuable pro- 
cedure only when a small area is to be covered. 
The reasoning is sound for the fact that the 
donor site will be very disfigured from pinch 
grafting and the recipient area will not be left 
with a smooth, flexible covering, but it will 
be irregular, thick and disfiguring. As long as 
we have other means of grafting, certainly I feel 
we should utilize the pinch graft only in very 
small defects. 











Z Plasty 


The use of the Z plasty or the shifting flap 
technique is a procedure that is very old in re- 
gard to its origin but which has only been stess- 
ed relative to its importance, within recent years. 
It is a procedure that is quite simple but which 
is invaluable when one wishes to obtain skin 
length wherein there is shortening due to ver- 
tical scar, or contraction about the axilla, or such 
contractions as one sees in children with con- 
genital bands about the extremities. This proce- 
dure can be done singly or it can be done in 
sequence. One obtains increase skin length with 
little difficulty. This procedure can be utilized 
with less difficulty in many instances where the 
skin, as it exists, is close to the range of normal 
and wherein we have been accustomed to re- 
placement by graft. One has a tendency to for- 
get this valuable means of irradication of web- 
bing and the elongation of skin area. I will 
illustrate some interesting stainless steel temp- 
lets that are predetermined Z's utilizing the 60 
degree angle and varying from % to 2 inches in 
length. These templets are certainly not original 
but are shown in the Journal of Plastic and 
Reconstructive Surgery. They make the use of 
the procedure quite simple even when one util- 
izes the small %” Z at the corner of the eye and 
allows one to draw multiple Z’s without worry- 
ing about the exact angles that are required. 


Flaps — Tubes 


Flaps can be single or double pedicle, either 
open or closed by grafting of raw exposed sur- 
face, or completely closed as a tube. These 
flaps and tubes can be transferred at one or 
multiple stages depending upon the quality and 
degree of supporting blood supply. The use of 
these procedures demands careful study of posi- 
tion, blood supply, transfer time, immobiliza- 
tion, skin character, etc. They are invaluable to 
cover the dorsum of a traumatized hand, ex- 
posed bone; add coverage and padding for par- 
tial amputation of a finger, cover large surgical 
defects of the face wherein lining (as in the 
mouth) is required. Again it is better to err on 
the side of conservatism and utilize multiple 
stage transfer than lose the entire tube or flap. 
For skin coverage where subcutaneous fat is 
needed this is the best and safest procedure. 
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Fig. 12—Illustrates simple Z and reason why 
such procedure affords relaxation. 
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Fig. 13—Multiple intermittent Z plasty. 


Summary 


I have tried to point out a few of the basic 
principles of plastic surgery all of which can 
and should be utilized by the general surgeon. 
These principles are ones which all of us know 
but have a tendency to forget. If we will be 
painstaking enough to apply such principles, I 
am quite sure that the end results will in them- 
selves gratify anyone for the time spent in ap- 
plication. 
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Anesthesia—local or if general an under- 
standing with anesthetist. 

6. Instruments 

Must be fine. 
One cannot work on a watch with a 
plumbers wrench. 

7. Postoperative attention to wound and par- 
ticularly to graft may assure successful outcome 
of case. 

8. Be meticulous and DON’T be in a hurry. 


PEDICLE FLAP FOR FI! '=R-TIP 











‘ 
Muctiece — Continuous 
Z-PLASTY 





warm Abdortinal skin incisions 


Fig. 14—Multiple continuous Z plasty. Can Attaclusent to finver-tip 
use any number of Z’s. lo raz surface emosed. 


ig. 16—Simple but valuable pedicle flap for 
partial amputation finger-tip. 


Fig. 15—Z templates made locally following 
article by Browne in Plastic and Reconstructive 


Surgery. 


Remember basic principles: 


1. The general surgeon can and should carry 
out plastic surgery techniques. 

2. Preoperative planning is essential. 

3. Have complete understanding with patient 
as to defect, need for correction, percent chance 
for good results, etc. 

4. Photographs are invaluable. 

5. Proper preoperative preparation 


Attention to cleansing, shaving, debride- 
Fig. 17—Defect following surgery and x-ray 
ment, etc. therapy for malignancy lip and mandible. 
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Fig. 18—Long thoraco—abdominal tube form- Fig. 19—Defect closed. Final procedure to reform 
ed to cover defect face. corner mouth needed. 
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STRANGULATED INGUINAL HERNIA 


Study of 93 Cases 
KENNETH B. BRILHART, M.D., M.S. 
Cottonwood, Arizona 


INTRODUCTION 
Intestinal obstruction has long ranked high 
among surgical emergencies. Strangulated ex- 
ternal hermias constitute from 40 to 50 per cent 
of all of the cases of acute intestinal obstruction. 
These include, mainly, inguinal, femoral, ventral 
and epigastric hernias. The first two types are 
by far the most common and fortunately at- 
tended with a slightly lower mortality than ven- 
tral and epigastric strangulations. Simple un- 
complicated inguinal hernia is perhaps one of the 
most frequent, if not the most frequent, correct- 
able annomalies of the human body and stan- 
dard methods of repair are known to every 
doctor. Yet this condition, when coupled with 
strangulated hernial contents, carries consider- 

able risk to the life of the patient. 


DEFINITIONS 
The terms strangulation and incarceration were 
clarified for proper selection of cases and de- 


fined as follows: “Strangulated hernia—an irre- 
ducible hernia with clinical and pathologic evi- 
dence of circulatory disturbance of its contents. 
Circulatory changes may or may not be rever- 
sable.” “Incarceration—an irreductible hernia 
without any clinical or pathologic evidence of 
circulatory disturbance. Mechanical obstruc- 
tion may or may not be present.” 


MATERIALS AND METHODS 

With these criteria as guides, a total of 98 
cases of strangulated inguinal hernia were stu- 
died. The statistical results and observations in 
this paper are based on the clinical, surgical and 
pathologic findings in these 98 cases. 

The surgical specimens represented in this 
series were examined both macroscopically and 
microscopically. Particular attention was given 
to the length of bowel involved, the character 
of the distal and proximal portions and the mesen- 
tery of the bowel. An effort was made to corol- 
late these findings with the clinical signs and 
symptoms as an aid to diagnosis and pathology 
present. Where applicable, comparisons have 
been made with similar studies found in the 
literature. 


Read before the Arizona Medical Association Annual Meeting, 
Phoenix, Arizona, May 1-3, 1950. 


HISTORY 

Strangulated hernia has a history dating back 
to 3000 B.C. when an Egyptian priest initiated 
the belief that it was due to fecal impactions. 
It was not until the 17th century that this theory 
was disproved. The names of men famous in 
ancient medical science, as Roger of Salerano, 
Vesalius, Fallopius, Scarpa and many others all 
were prominent leaders. It may be said that 
the progress of treatment of this condition in 
general paralleled understanding of the anatomy, 
pathologica, and physiology involved. 


PATHOLOGIC PHYSIOLOGY 

It has been shown that inguinal herniations 
most commonly pass through one or more of 
three elastic openings in the anterior abdominal 
wall. The hernial contents are contained in a 
peritoneal sac and consists in the main of small 
intestine or omental fat. The elasticity of these 
anatomical structures render strangulation of 
the contents relatively less frequent than when 
rigid structures are encountered, as for instance 
with the femoral hernia. An increase in the 
intraabdominal pressure forces the hernia con- 
tent through these elastic rings. If intestine is 
contained, gas and fluid bowel content are in- 
cluded. Continued peristalsis continues to fill 
the loop with gas or fluid material. Should the 
pressure persist for a short time, the elastic ring 
may compress the venous component of the 
mesenteric circulation, initiating circviatory em- 
barrassment of the hernia contents. Continued 
arterial pulsation adds to the venous stasis and 
soon all the blood vessels and capillaries are 
“stuffed” with red blood cells. The picture of 
venous congestion, edema and swelling of the 
bowel wall rapidly follows until the pressure at 
the site of the constriction equals the arterial 
pressure and closes the lumen of the contained 
bowel, in effect, forming a closed loop obstruc- 
tion with the mesenteric vessels occluded. 


Transudation of fluid into the bowel wall, 
lumen and hernial sac soon ensues. The degree 
of fluid is largely determined by the length of 
bowel segment involved and whether the venous 
obstruction predominates. This latter showed 
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the greatest blood loss in experiments conducted 
by Wangensteen. An average of 59 per cent 
blood loss occurred in this group as compared 
to 35 per cent when arteries, veins and bowel. 
were ligated. There was no fluid loss with pure 
arterial ligation. Early the transudated fluid is 
clear but progresses to serosanguineous color. 
This blood plasma loss may be enough to pro- 
duce the picture of surgical shock. 

The strangulated contents become increasingly 
gangrenous as the pathologic process proceeds. 
With decreased bowel viability the wall perma- 
bility increases. Passage of bacteria into the 
peritoneal cavity results. Positive cultures of 
streptococcus hemolyticus, bacillus coli, staphy- 
lococcus, bacillus aerogenes and numerous others 
may be obtained from the peritoneal fluid at 
this gangrenous stage. Bacteria may occasionally 
be demonstrated when the fluid is clear. 


FREQUENCY 
Strangulation occured in approximately 1 per 
cent of all inguinal hernias and constituted about 
1.7 per cent of all surgical emergencies of the 
abdomen and pelvis. Together with other ex- 
ternal hernias it accounted for 53 per cent of 
all the causes of acute intestinal obstruction. 


AGE AND SEX INCIDENCE WITH THE 
SITE OF HERNIA 

This disease is predominantly a problem of 
geriatrics, the greatest incidence occuring be- 
tween the 5th to the 8th decades with the peak 
between 60 and 70 years of age. The average 
for the series was 51.2 years. 90.3 per cent of 
the cases were found in males, with the ratio 
of right to left side of 2.2 to 1.0. Those patients 
below 10 years, the incidence of males to fe- 
males was 11 to 1 and the right to left side 10 
to 2. The mortality rate of 93 cases was 14.0 
per cent. 


OTHER PREDISPOSING FACTORS 

Other predisposing factors of questionable 
value were occupation and social status. A his- 
tory of the direct inciting cause of the strangu- 
lation was apparent in only about 10 per cent 
and included lifting heavy objects and upper 
respiratory infections, mainly. 

SITE OF STRANGULATION 

In order of frequency, the neck of the sac, the 
external, and internal rings were found to be 
the mechanical agent responsible for the strangu- 
lation. The last named was attended with the 
highest mortality rate. 
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DURATION OF SIMPLE HERNIA 
AND TRUSS 

It was deduced from the statistics that the 
length of time that the patient has a hernia 
bares no particular relationship to the incidence 
of strangulation. It may occur early as it did in 
9 cases or later after a lapse of 30 to 40 years. 
29 of the patients gave a history of wearing a 
truss for varying lengths of time. There was 
one death in this group and 7 resections of the 
strangulated contents, including one of small 
intestine. A constant pressure, such as a pad 
would exert could very easily produce a chronic 
inflammatory process with result of scarring of 
the underlying tissue, perhaps adding to the 
fibrosis or constriction of the neck of the hernia 
sac. This has been cited as an etiological agent 
in strangulation. 

TAXIS 

No cases of reduction “en bloc” occured in 
this group; however 28 per cent of the patients 
had attempted taxis of varying degrees of gentle- 
ness and skill. Other forms of cure were hot 
packs, cold packs, enemas, laxatives, anaesthetics 
and various combinations of these. 


McLaurin, an Australian surgeon, summed up 


the subject of taxis effectively as early as 1920: 
“I have no hesitation in saying that is safer to 
do an. early operation, even by candle light in 
a “bush-humpy” without a nurse and by local 
anaesthesia than to venture upon the perilous 
seas of taxis.” 


CLINICAL MANIFESTIONS 


The diagnosis of strangulated inguinal hernia 
was no problem in this series, being correct in 
96.8 per cent. The symptoms and signs were 
those of an acute abdomen with evidence of 
intestinal obstruction and the presence of a 
painful hernial mass. It was indicated that dif- 
ferentiating strangulated omentum from intes- 
tine, clinically could be made with a fair degree 
of accuracy by the significantly low percentage 
of occurance of absence of colicy abdominal pain, 
fecal vomiting, obstipation, rigidity, distention 
or visible peristalsis in the omental group. The 
degree of strangulation present in the intestinal 
group was impossible to tell with any certainty 
because of the overlap of clinical manifestation. 
The temperature, pulse and white count, urin- 
alysis and blood chemistries were not of par- 
ticular diagnostic aid except as to the general 
condition of the patient. 
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It may be said that all of these were elevated 
when definitely gangrenous hernia sac contents 
are present, usually the highest being found 
with gangrenous intestine. X-ray aid was sought 
only in a very small number of cases and was 
100 per cent correct for intestinal obstruction. 


DURATION OF SYMPTOMS 

Although the duration of symptoms had a 
direct bearing on the general condition of the 
patient, it was indicated that the severity of the 
constricting mechanism was more fundamentally 
concerned with the mortality rates. Also the 
time element seemed to be of little importance 
when tissue other than bowel was involved. 


PREPARATION OF PATIENT FOR 
SURGERY 

Preparation of the patient for surgery should 
be concerned with the aggressive restoration of 
the water and electrolyte balance, the correction 
of the blood volume and the elevation of the 
blood pressure if there is clinical evidence of 
shock. Also if gangrenous or perforated bowel 
is suspicioned, chemotherapeutic or antibiotic 
agents instituted. A planned procedure for re- 


placing body proteins should be formulated if 
there is evidence of malnutritian or that the 


plasma proteins are low. Intubation as a sole 
remedial agent in the treatment of strangulated 
obstruction is to be condemned but when used 
as an adjunct prior to or during surgery as a 
means of emptying the stomach contents, is a 
valuable aid. 


CONTENTS OF SAC 

78.5 per cent of the 93 cases had small intes- 
tine strangulated in the hernial sac. The large 
intestine was involved in only 2 cases, neither 
of which resulted fatally. Of special interest was 
one case in which the hernial sac contained 
bloody fluid but the contents slipped back into 
the abdomen before visualized by the surgeon 
and no attempt was made to search for the in- 
volved tissue. Fortunately this patient lived. 


TYPES OF HERNIA 
Types of hernias found were not remarkable, 
84 per cent being indirect inguinal. Direct in- 
guinal, sliding and Richter’s type made up the 
remainder. 
BOWEL VIABILITY 
Corollation of the character of the abdominal 
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fluid, the appearance of the bowel and the 
mesentery with bowel viability was indecisive. 
No criteria could be determined with which to 
judge questionable areas. Generally it was found 
that the presence of free bloody fluid indicated 
bowel damage; however if not present, it did 
not exclude strangulation. The dynamics of bowel 
color and motility were infinitely more impor- 
tant in the questionable cases than the static 
qualities, that is, a visual improvement in the 
circulation indicated patency of the blood ves- 
sels. These were inhanced by inhalations of 100 
per cent oxygen and warming with moist saline 
compresses. Pulsation of the mesenteric vessels 
was noteworthy and necessary to determine bia- 
bility. Edema of the mesentery seemed to make 
little difference. Specific tests for viability were 
not used on any of the 93 cases other than the 
100 per cent oxygen. The fluoressein and pro- 
caine hydrochloride tests are worthy of con- 
sideration. 


OPERATIVE PROCEDURES 

The group in which bowel was involved but 
reduced as being viable had a mortality rate of 
0.6 per cent as compared to 53.8 per cent mor- 
tality where it was judged gangrenous and a 
definitive procedure instituted. The results of 
the latter were very striking. All those in which 
some temporizing procedure was done (enteros- 
tomy, exteriorization or iliostomy) terminated 
fatally. All those, in which a resection was done 
lived. There was no fatality in the two cases 
requiring a folding suture (Sumner type) repair 
of a portion of the bowel wall. 

There were no cases in this series to demon- 
strate the efficacy of removal of the gangrenous 
bowel enclosed within an unopened hernial sac 
nor of an aseptic bowel anastomosis. The recent 
literature indicates these procedures, together 
with primary resection of strangulated intestine, 
would perhaps aid in lowering mortality in stran- 
gulated inguinal hernias. 

The types of hernial repair following relief 
of the strangulation obstruction varied consider- 
ably. The Andrews-Bassini being the most popu- 
lar. No repair was done in 7 of the 93 cases 
because of the general condition of the patient. 


COMPLICATIONS 
Most common complications resulting fatally 
were peritonitis, toxemia and shock. There were 
only two fatalities from pneumonia. 
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PATHOLOGY 

Pathologic observations were made from the 
macroscopic and microscopic study of the sur- 
gically removed specimens. All tissues examined 
showed gross and microscopic evidence of blood 
congestion, edema and hemorrhagic infarction. 
Disintegration was apparent in the advanced 
examples of gangrene. 

CONCLUSIONS 

In conclusion it might be stated that: 

(1) Strangulation of an inguinal hernia com- 
prises a considerable group of surgical emer- 
gencies in which the mortality rate has remained 
persistently high. 

(2) The mortality rate in uncomplicated in- 
guinal hernias is exceedingly low. 

(3) The constricting agent in strangulation 
has been shown to be a fibrous ring in the neck 
of the sac, the external and internal ring. That 
more strangulations do not occur in this type 
hernia is due to the absence of any rigid struc- 
tures. 

(4) Strangulated inguinal hernia is seen pre- 
dominately in males between the sixth and sev- 
enth decades and usually on the right side. 

(5) Duration of the hernia does not affect the 
mortality rate. 

(6) Previous herniotomy of wearing of a 
truss does not affect mortality. 

(7) Associated medical conditions had no 
bearing on the strangulations, but affected the 
mortality indirectly through the general condi- 
tion of the patient. 

(8) Taxis for strangulated or incarcerated in- 
guinal hernia is to be condemned because of the 
possibility of reduction en bloc or reduction of 
non-viable bowel. 

(9) The correct diagnosis of strangulated in- 
guinal hernia was made in 96.8 per cent of the 
cases. 

(10) The clinical differentiation between 
strangulated intestine and omentum in the hernia 
sac of a strangulated hernia may be made with 
a fair degree of accuracy. 
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(11) The degree of strangulation of bowel 
present is impossible to determine clinically with 
any degree of certainty. 

(12) The duration of symptoms are of sec- 
ondary importance; the severity of the constrict- 
ing mechanism is a fundamental factor in deter- 
mining the prognosis of bowel viability. 

(13) Aggressive replacement of water and 
electrolyte losses, correction of blood volume and 
the blood pressure with whole blood and plasma, 
and instituting chemotherapy is strongly indi- 
cated in the preparation of the patient for sur- 
gery. 

(14) Strangulated contents exclusive of in- 
testine do not affect the mortality rate in stran- 
gulated inguinal hernia. 

(15) Determination of bowel viability is very 
difficult in questionable cases of strangulated in- 
guinal hernia. 

(16) The mortality rate is high when the 
strangulated intestine is definitely gangrenous. 

(17) Enterostomy, exteriorization or combina- 
tion of those is considered an unsafe surgical 
procedure attended with a very high mortality 
rate when used on patients with gangrenous 
bowel. 

(18) Primary resection of the involved bowel! 
is the surgical procedure of choice—with ampu- 
tation of the gangrenous loop. 

(19) The removal of gangrenous bowel with- 
in an unopened hernia sac should be considered 
in strangulated inguinal hernia. 

(20) Aseptic, oblique, end-to-end anastromo- 
sis should be considered as a procedure in les- 
sening peritoneal contamination and overcoming 
the difficulties of anastomosing distended to col- 
lapsed bowel. 

(21) The early use of massive doses of peni- 
cillin or penicillin with streptomycin, the aggres- 
sive replacement of electrolytes, the control of 
shock and loss of proteins by whole blood or 
plasma and the resection of gangrenous bowel 
are considered the main factors in lowering the 
mortality rate in strangulated inguinal hernia. 
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PULMONARY DENERVATION FOR INTRACTABLE BRONCHIAL ASTHMA* 


GEORGE D. BOONE, M.D. 
Tucson, Arizona 


INTRODUCTION 

This subject is presented as a preliminary, 
objective and factual report of sixteen operations 
on twelve patients for the relief of intracrable 
bronchial asthma. Insufficient time has elapsed 
to warrant either an appraisal or a condemna- 
tion of the procedure. Only those patients with 
intrinsic, intractable bronchial asthma of long 
duration with no relief from medication were 
considered as possible candidates. Bronchoscopy 
and bilateral bronchography were deemed neces- 
sary in ruling out other causes of bronchial 
wheeze. It was recognized that there are two 
broad clinical types of asthma. The first type 
includes those cases with a definite allergenic 
sensitivity with mucosal edema, congestion and 
increased secretion. They are usually seasonal 
and relieved by the antihistaminic drugs or de- 
sensitization. The second type comprises those 
patients with no distinct allergy but with recur- 
rent infection in some portion of the respiratory 
tract. Here the bronchospasm involves reflexes 
originating in the bronchi. Denervation opera- 
tions were done only on patients of the second 
type. 

Most of the patients were given prolonged 
deep ether anesthesia and bronchoscopy for 
temporary relief from the intractable status. 
If such relief was not obtained, operation was 
deemed inadvisable. 


PHYSIOLOGY 

The physiologic basis for surgical treatment of 
intractable asthma is based upon the following 
facts: 

(1) The bronchiole, with an absence of car- 
tilage and a relative increase of smooth muscle, 
is the principal site of spasm. 

(2) The vagus is the afferent pathway to the 
posterior pulmonary plexus. 

(3) The sympathetic chain is the efferent 
pathway from the posterior pulmonary plexus. 

(4) Stimulation of the distal end of the cut 
vagus causes bronchoconstriction. After nerve 
degeneration or atropinization bronchoconstric- 
tion is absent. 


the word “denervation” is not a satisfactory term. 
re in the absence of a more truly descriptive termin- 


* Actuall 
It is used 
ology and for the sake of brevity. 


*®Read before the 1949 meeting, Arizona Trudeau Society 


(5) Stimulation of the peripheral end of the 
cut sympathetic causes bronchodilation. 

(6) Vagal and sympathetic fibers have homo- 
lateral and contralateral innervation. 

(7) The posterior pulmonary plexus, the prin- 
cipal source of innervation of the lung, receives 
nerve fibers via the bronchus, the sheath of the 
pulmonary artery, and probably other root struc- 
tures. 

HISTORICAL 

Kummel of Germany, in 1923, first did a cer- 
vical sympathectomy for the relief of intractable 
asthma and reported several cases of apparent 
cure. In 1924, Kappis reported 100 cases of right 
vagotomy with varying degrees of success. In 
1926, Kummei reported his experience with sec- 
tion of the posterior pulmonary plexus. Also in 
1926, Leriche of France recounted his experi- 
ence with ramisection of the first four thoracic 
rami communicantes. In 1938, Reinhoff reported 
eleven cases of bilateral resection of vagal 
branches to the posterior pulmonary plexus. In 
1942, Reinhoff and Gay reported twenty-one 
cases in whom a similar procedure was used; 
of these, seven were successful, although nine 
cases died within the first seven days following 
operation. In 1948, Dr. Brian Blades, in a 
personal communication in which he described 
the operative technique for the more thorough 
interruption of the pulmonary innervation, wrote: 
“Some dramatic results—some failures. Another 
year before we can be certain about final re- 
sults.” 

SURGICAL TECHNIQUE 

The surgical technique followed here is as 
follows: Right lung denervation is done first. A 
postero-lateral segment of the sixth rib is re- 
sected and the thoracic cage entered. The azygos 
vein is doubly ligated, transfixed and transected. 
The vagus nerve is exposed and all rami going to 
the bronchus and the posterion plumonary plexus 
are doubly ligated and transected (below the 
recurrent laryngeal). The plexus around the 
main bronchus isdestroyed and the sheath of the 
pulmonary artery is destroyed. At closure twe 
water seal tubes are used and rapid expansion of 
the lung obtained. Left denervation is done 
several months later, if needed. 
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CASE REPORTS 


Table 1, lists data pertinent to each of twelve 
cases. Duration of residence in Arizona is given 
to illustrate the failure of benefit from climate. 
Vital capacity, expressed in percentage of nor- 
mal, is recorded before and after use of an aerosol 
antihistaminic to indicate the degree of respira- 
troy impairment due to bronchospasm. The dates 
of deep ether anesthesia and bronchoscopy reveal 
the periods of relative relief obtained. 


COMMENT 


Observation of the postoperative experiences 
of these cases indicates that the degree of relief 
depends to a great extention on the amount of 
pulmonary emphysema and impairment of “toi- 
let” of the bronchial tree existing previous to 
operation. Further study of these factors may 
help in the more intelligent selection of cases. 
At present case studies include the use of the 
Collins respirometer and blood oxygen determin- 
ations with the oxyhemograph. This experience 
also shows the need for careful evaluation of the 
psychogenic facter in each case. 


*°Left denervation was done on February 20th. So far this 
patient is free of asthma. 


TABLE I 








SUMMARY 


Experience with so-called pulmonary dener- 
vation in twelve cases of intractable bronchial 
asthuma has been presented. The postoperative 
period is too brief to permit any conclusions. 
Four of the cases have had bilateral dener- 
nation. One case is to have a left denervation in 
the near future.** Seven patients are free of as- 
thma so far. One patient died from an overdose 
of Demerol taken in a period of despondency 
of mild asthma. One patient has persistent mild 
wheezing, relieved by two minims of adrenalin. 
One patient had postoperative dysphagia and 
continues to have asthma. 

This series of cases would seem to indicate that 
further study of the surgical relief of intractable 
bronchial asthma is warranted. 
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FULL TERM ABDOMINAL PREGNANCY WITH INTESTINAL OBSTRUCTION 


HOLLIS H. BRAINARD, M.D. 
Tucson, Arizona 


Abdominal pregnancies have been reported 
with increasing frequency since Cornell and 
Lash?, in 1933, published a statisical review of 
236 cases. Gardner and Middlebrook® added 22 
and Beacham and Beacham' added 20 more. 

The following case is presented because of the 
complications of intestinal obstruction and the 
delivery of a normal viable infant. Longley® 
reports that the fetal mortality is 67.3 in those 
that progress to term or in his review of 236 
cases only 41 normal live babies were obtained. 


Beacham and Beacham", in a report of twenty 
abdominal pregnancies from Charity Hospital at 
New Orleans, found that only 3 or 15 per cent 
delivered living infants. 

Sutter and Wichser®, reviewed forty-one addi- 
tional cases from the literature and found a 
specific statement as to the development of the 
baby in thirty-one. “Twelve or 38.7 per cent, of 
these babies were found to be deformed. Ten, 
or 24.3 per cent of the babies died before the 
eighth day and his conclusions are that one- 
fourth of all extra-uterine pregnancies diagnosed 
after the fifth month of gestation will result in 
viable babies. About one-third of all these living 
babies delivered from extra-uterine pregnancies 
will have major or minor deformities, including 
those which are incompatible with life. Approxi- 
mately half of all living babies delivered from 
extra-uterine pregnancies will survive eight or 
more days”. 

Bland? reported a maternal mortality rate of 
34.7 per cent for 240 cases of late extra-uterine 
pregnancy collected from the literature from 
1813 to 1907. 

Cornell and Lash* reported a maternal mor- 
tality of 14.3 per cent in 2386 cases and Ware® 
reported a maternal mortality of 30.76 per cent 
in thirteen cases operated upon during the past 
fifteen years. The chief cause of death was 
hemorrage and shock. 

The diagnosis is difficult and was not made in 
this case prior to laparotomy. In the review re- 
ported by Gardner and Middlebrook® of 258 
cases, the diagnosis was made in 83 prior to oper- 
ation; in 27 cases the diagnosis was normal preg- 
nancy; in 16 cases, pregnancy and fibroid tumor; 
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in 15 cases, pregnancy and ovarian cyst. In the 
diagnosis of abdominal pregnancy the history in 
early pregnancy of tubal rupture is important. 
Roentgenograms may show a distorted fetus. 
Vaginal examination may show the cervix to be 
high and in an abnormal position to the present- 
ing part. Lipiodol visualization of the uterus may 
be used to confirm the diagnosis. 

The treatment of the placenta must be deter- 
mined by the individual case. In the one reported 
the placenta was removed and this should be 
done if possible without endangering the life of 
the mother. In the cases reviewed by Gardner 
and Middlebrook’ the placenta was entirely 
removed in 162 cases, with 17 maternal deaths; 
partially removed in 11 cases with 2 maternal 
deaths; and left in situ in 48 cases with 10 ma- 
ternal deaths. Adequate blood transfusions, 
absorbable hemostatic cellulose gauze, and im- 
proved anesthesia are a distinct aid in facili- 
tating its removal. Several cases have been re- 
ported where it was necessary to remove the 
encapsulated placenta several months after the 
initial operation**. Marsupialization is generally 
condemned. 

REPORT OF CASE 

Hrs. L. H., aged forty-four was first seen for 
prenatal care in January, 1948. Examination at 
that time revealed an enlarged uterus, approxi- 
mately the size of a two months gestation. No 
adnexal masses or tenderness were noted. The 
patient stated that her past history was essentially 
uneventful, with the exception of having had two 
pregnancies, the last nineteen years ago. These 
pregnancies were without complications. Her 
last menstrual period was on November 16, 1947. 
On December 31, 1947 the patient complained of 
acute lower abdominal pain with associated 
nausea and vomiting. She was seen by a physician 
and was treated for a threatened abortion. The 
pain subsided after a few days. On February 19, 
1948 the patient again had severe lower abdomi- 
nal pain, with associated navsea and abdominal 
distention. She was hospitaliged’and observed 
for a period of three days. larination by the 
admitting physician this time'zevgaled the uterus 
to be enlarged and softened.‘ Né bleeding was 


. present. The abdomen was markedly distended 


and no adnexal masses were ref The blood count 


‘. 


‘ 
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showed evidence of moderate secondary anemia 
(3,600,000) and the usual leukocytosis of preg- 
nancy (12,550). Her temperature at this time 
was elevated for two days to 100 degrees. After 
her discharge from the hospital her prenatal 
course was uneventual until the last trimester. 
Her only complaint was that of constipation. 

On September 1, 1948, or nine days after her 
expected date of confinement the patient was 
hospitalized for hypertension and albuminuria. 
Her blood pressure was 180/100 and urine exami- 
nation showed a trace of albumin. The patient's 
only complaint was slight headache. Abdominal 
examination revealed a full term pregnancy. The 
vertex was presenting above the pelvic brim, 
the fetal heart rate was 140. On rectal examina- 
tion the fetal head could be palpated high in 
the pelvis. No engagement was present. No 
abdominal contractions or tenderness were 
noted. Because of the position of the head 


and its failure to engage in the inlet of the 
pelvis, an roentgenogram of the abdomen was 
made. The report was as follows, “A mature fetus, 
near term, with the head obviously high and not 
engaged but what is a grossly normal appearing 
pelvis ample in all respects. It is apparent, how- 


ever, that there must be some non-opaque 
obstruction of some type which does not allow 
the fetus to properly be engaged. In its present 
position the spine and occiput are to the right 
and the head lies to the right of the midline”. 
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Approximately 36 hours after admission the 
patient suddenly developed severe continuous 
pain in the right side of her abdomen, more 
severe in the right flank and right upper quad- 
rant. Abdominal examination showed no uterine 
contractions or rigidity; fetal heart sounds were 
normal; blood pressure was 140/90. The patient 
was observed for evidence of an acute abdomen. 
Twelve hours later the patient showed moderate 
abdominal distention, blood pressure was 140/90 
and the pain was moderately severe in the same 
location. The picture was that of a low bowel 
obstruction, the distention became more pro- 
nounced, the patient failed to expell flatus and 
increased intestinal peristalsis was noted. A 
Barium enema was taken and the roentgenogram 
reported as follows; “Barium very slowly fills 
the rectum which distends before it can be 
forced through the sigmoid. It is seen that the 
sigmoid is moved toward the midline by the 
previously described non-opaque mass in the 
lower left quadrant. The sigmoid is primarily 
involved but is attenuated as it is stretched up 
over the mass. Barium is forced beyond this 
point of attenuation and narrowing in small 
amounts and it was deemed wise to go no 
further. It is obvious that the previously des- 
cribed non-opaque obstruction in the left flank 
is in the nature of a mass which is causing a 
partial obstruction due to its impingement upon 
the adjacent sigmoid which is moved toward 
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the midline. This same obstruction may well 
account for the fact that the fetus is held high 
and displaced to the right. The nature of the 
mass cannot be identified from these films”. 

In view of the physical findings and x-ray 
examination preparation for abdominal lapora- 
tomy was made. The preoperative diagnosis 
was intestinal obstruction due to lower abdo: ainal 
tumor which also prevented engagement of the 
head. It was thought that this was a cyst or 
uterine fibroid. The abdomen was opened with 
a lower midline incision; a moderate amount of 
bloody serious fluid was first noted. A large 
apparently hemorrhagic cyst was present which 
was incised and the fetus delivered. The infant 
cried spontaneously. The origin of the sac in the 
left iliacfossa was adherent to the surrounding 
omentum and intestine. With the delivery of the 
fetus a large amount of bleeding started from 
the diffuse placenta, which was extremely friable, 
arising from the iliac fossa, extending into the 
region of the left broad ligament, and encrouched 
upon the sigmoid. Because of the profuse bleed- 
ing the fragments were removed as rapidly as 
possible and bleeding controlled by numerous 
pieces of cellulose gauze sutured over the bleed- 
ing surfaces. All bleeding was controlled in this 
manner. Examination of the uterous and adnexa 
showed no evidence of previous rupture or injury. 
The uterus was enlarged to the size of a three 
month’s gestation. Blood was given continuously 
during the procedure and the patient showed 
no signs of undue shock. The abdomen was 
closed in layers. A rubber tissue drain was placed 
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in the left iliac fossa and brought out through 
a stab wound. Post-operatively the patient was 
given anti-coagulants and penicillin. Her course 
was uneventual and the patient was discharged 
from the hospital on the tenth post-operative 
day. Examination after six weeks and again 
three month post-partum showed normal in- 
volution of the uterus with no residual adnexal 
masses or tenderness. Her menstrual periods 
resumed there regular cycle. 


SUMMARY AND CONCLUSIONS: 

A full term abdominal pregnancy with intes- 
tinal obstruction and the delivery of a normal 
viable infant is reported. 

The placenta should be removed when pos- 
sible to obviate a second operation to remove 
the ensapsulated placenta which is not always 
absorbed. The use of absorbable hemostatic 
cellulose gauze was found to be a valuable aid 
in controlling the hemorrhage and facilitating 
the complete removal of the placenta. 

The intestinal obstruction produced by the 
abdominal pregnancy precipitated the operation 
that may have saved the patient's life. 
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BASIC SCIENCE SEMINAR 


PROTEIN FRACTIONS IN HUMAN 
BLOOD PLASMA 
By 
D. N. McLEOD, M.D. 


Pima County General Hospital, Tucson Med- 
ical Center, St. Mary’s Hospital, October 23, 
1950. 


Introduction 

The word “protein” is of Greek derivation 
meaning “I take the first rank”. Mulder gave 
the name of “protein” to what he considered the 


commencement, and starting point of all other 
tissues, because these are all produced from the 


blood. 

Plasma is, of course, the end product of blood 
after the cellular elements have been centri- 
fuged out. Plasma thus contains, three protein 
fractions, namely serum albumin, serum globu- 
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lin, and fibrinogen. Blood serum is blood plasma 
minus the fibrinogen fraction which has been 
removed in the process of clotting. 

The studying of plasma protein chemistry is, 
in reality, only in its youth. The first amino 
acid, cystine, was first described by Wollaston in 
1810. Liebig in 1842 wrote a paper to the effect 
that blood contained 2 ingredients, namely 
fibrin which is identical in all its properties to 
muscle fiber, and albumin, which is contained 
in the serum, and which has all the properties 
of egg white (5). Later globulins were dis- 
covered by Denis, a French physician, as meth- 
ods of fractionation were devised. The greatest 
advances in blood protein chemistry have prob- 
ably been made by Dr. E. J. Cohn, and his group, 
at Harvard, Boston, in the last ten years, prov- 
ing that the chemistry of blood proteins is still 
in its infancy. 

Classification and Origin 

There are two different recognized classifica- 
tions of proteins—the American, and the English. 
The differences between the classifications are 
only very slight, so that the American classifi- 
cation with its three large protein groups will 
be considered here (16). 

1. Simple Proteins— 

albumins—serum albumin 
globulins—serum globulin, fibrinogen 
prolamines 

albuminoids 

histones 

protamines 
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2. Conjugated Proteins— 

nucleoproteins 
glycoproteins or glucoproteins 
phosphoproteins 
chromoproteins—hemoglobin 
lecithoproteins 
lipoproteins 
3. Derived Proteins— 
1. Prim.— 
coagulated proteins 
proteans 
metaproteans 
2. Sec.— 
proteoses 
peptones 
peptides 
dihetopiperazines 
Thus the plasma proteins are classified as simple 
proteins, namely albumins, and globulins. The 
fibrinogen is also classified as a globulin. 

The plasma proteins are synthesized in some 
way from amino acids (see diagram re protein 
metabolism). It is felt that fibrinogen (2) is 
produced in the liver, as proven by the reduc- 
tion of this substance in liver damage or hepa- 
tectomy. There are six possible origins of the 
serum albumin, and globulin. They may be 
produced from disintegrating blood cells, the 
general tissue cells, the liver, the reticulo-en- 
dothelial cells of the spleen, or of the bone 
marrow, and perhaps from the intestinal mucosa. 
For years the liver was favored as the organ 
of production of these substances, but it is now 
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felt (13) that the globulins may at least be 
partially formed from the plasma cells, and the 
cells of the reticulo-endothelial system. There 
are no protein depots in the body as for carbohy- 
drate and fat. Thus reserves are found (1) in 
the labile sytoplasmic protein, making up the 
plasma, hepatic, and muscular tissues of the 
body. 

It has also been shown that the lymphocytes 
(12,40) in the lymphoid tissue are the store- 
house for a portion of the globulin fraction 
of plasma—chiefly the gamma globulin, and pos- 
sib'y also the beta globulin. This globulin is 
n«. pdilized and liberated into the blood stream 
bs adrenal cortical hormone, and by A.C.T.H. 
turough stimulation of the adrenal cortex. Ad- 
ministration of these hormones is followed by 
degeneration and atrophy of the lymphatic tis- 
sue, lymphopenia, apparently due to the dissolu- 
tion of stored lymphocytes, and an increase in 
the plasma globulin. There is a simultaneous 
increase in the rate of release of antibody from 
lymphoid tissue (gamma globulin) indicating 
that serological defense reactions are partly un- 
der control of these pituitary and adrenal hor- 
mones. 


Fractions and their Properties 
Human blood is composed of 91% water, and 


9% solids. The plasma proteins make up on the 
average 7:1 gms. per 100 cc of the total 9 gms/ 
per 100 cc solids. 


Prot. in Human Plasma (2) Rge an eee cc) 

Total Plasma Protein 6.— 7.1 
Fibrinogen .20 — ‘to 27 

Serum Globulin 13 —3.2 2.7 

Serum Albumin 3.6 —5.6 4.1 

Ratio of 3 fractions 1:10:15 

A/G Ratio 3.2 or 1:5 


These figures are fairly constant for healthy 
humans. There is however, a discrepancy in 
the total plasma protein from birth to the age of 
four months. At birth, the total plasma pro- 
tein level averages 5.9 gms. per 100 cc (36); at 
one month of age it is about 5.5 gms., and it 
only reaches the average adult level of 7.1 gms. 
at four months of age. 

The plasma proteins were first fractionated 
into three substances—serum albumin, serum 
globulin, and fibrinogen. By more careful meth- 
ods of fractionation, using a saling out procedure 
with either sodium sulfate, or alcohol, the serum 
globulin was subdivided into euglobulin, and 
pseudoglobulin I and II (4). 

Later Tiselius (18) in Svedberg’s laboratory, 
by using an ultra-centrifuge, and electrophoretic 


MEDICINE 43 
methods was able to separate the serum globulin 
into alpha, beta, and gamma fractions. 

Recently Cohn of Boston (5) by methods of 
electrophoresis and sedimentation time, has been 
able to fractionate the plasma proteins into six 
large fractions. He has also proven that there 
are several different alpha and beta globulin 
factors in human plasma. His classification is 
as follows: 

Fraction I—contains most of the fibrinogen 

(60-90% ) and the antihemophilic globulin. 

Fraction Il—contains the gamma globulin anit- 
bodies of proven value in the prophylaxis 
of measles, and probably also of infectious 
hepatitis. 

Fraction [1I—l1—contains other antibodies in- 
cluding those to typhoid 0, the isoagglutinins, 
including the anti-Rh antibodies. 

Fraction III—2—contains prothrombin, and one 
of the components of complement. 

Fraction III—3—contains plasminogen, the per- 
curser of plasmin, the fibrinolytic enzyme. 

Fraction I1I—0—is rich in Lipoprotein (beta 1 
globulin ) 

Fraction IV—l—also contains lipoprotein (al- 
pha 1 globulin) 

These lipoproteins in Fraction III—0 and Frac- 
tion IV—I are bearers of cholesterol, carotene, 
and such steroids as estriol and vitamin A. 

Fraction [V—4—contains a variety of enzymes, 
and hormones including hypertensinogen, 
thyrotropin, and a serum esterase. 

Fraction V—contains human serum albumin. 

Fraction VI—contains large amounts of salts 
especially citrates, and a small amount of 
protein. 

Each of the three main proteins in plasma 
protein is a simple protéin. Fibrinogen has a 
molecular weight of 200,000. It has been iso- 
lated in crystalline form, and X-ray diffraction 
studies indicate that its molecule is structurally 
similar to that of collagen. Its concentration 
is low, and thus it contributes little toward the 
total osmotic pressure of the blood. 

Albumin has a molecular weight of 70,000— 
75,000. It is soluble in water, and dilate salt 
solution; it is also coaguable by heat. Since it 
makes up the highest concentration in plasma, 
the osmotic pressure, therefore depends largely 
on this fraction. 

Globulin has a molecular weight of 150,000— 
190,000. It is insoluble in pure water, but 
soluble in dilute neutral solutions of salts of 
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strong bases and acids. Normally its concentra- 

tion is less than that of albumin. 

Functions of the Plasma Proteins (2) 

1. Fibrinogen is essential for the clothing of 
blood. 

Prothrombin plus Thromboplastin plus Ca 
yields Thrombin 

Thrombin plus Fibrinogen yields Fibrin. 

. All three serve to maintain the osmotic pres- 
sure of the blood. 

It is to be noted that the pressure which each 
fraction exerts is inversely related to the 
size of the molecule, and directly related 
to its concentration in the plasma. 

Thus the albumin which has the highest con- 
centration, and the least molecular weight, 
exerts the greatest osmotic activity. 

. The plasma proteins give a certain viscosity to 
the blood which is a factor in the mainte- 
nance of a normal blood pressure. 

. They aid in the acid base balance of the blood. 

. The globulin, and fibrinogen fractions tend 
to influence the stability of the blood by 
causing the corpuscles to adhere to one 
another, and form rouleaux or clumps. 

3. They contain substances from which leucocy- 
tes prepare trephones which are essential 
for the nourishment of tissue cells grown 
‘in cultures. 

. They contain immune substances which are 
associated with the globulin fraction, and 
which are increased during the process of 
immunization. 

. They serve as a reserve of protein upon which 
the body draws during fasting, or when 
the protein intake is inadequate (28). 


Clinical Diagnostic Value 

The average value of the plasma proteins is be- 
tween 6.0 to 8.0 gms. per 100 c.c’s. The concen- 
tration of the serum albumin is much more than 
that of the serum globulin by a ratio of 3.2. The 
albumin is affected much more readily than the 
globulin by the protein intake, while the globulin 
is regenerated more quickly than the albumin 
following hemorrhage (4). As a generalization 
it can be stated that the albumin fraction is 
rarely increased above normal, and the globulin 
fraction rarely decreased below normal. 

Moore and Van Slyke (27) state that patients 
will develop non cardiac edema when the total 
plasma protein falls below 5.5+.3% or when the 
albumin fraction falls below 2.5+.2%. 
1. Low Total Plasma Proteins (Hypoproteinemia) 
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This may occur because of one or more of 

three causative factors: 

A. Inadequate supply of protein. 

B. Impaired synthesis of protein. 

C. Excessive protein catabolism. 

Inadequate supply of protein may cause such 
clinical conditions as war edema, famine edema, 
and nutritional edema. Here inanition is the 
causative factor. It is also a factor in the low 
total plasma protein seen in far advanced tuber- 
culosis, and malignancy. It is seen too in gastro- 
intestinal disorders accompanied by impaired 
protein digestion or absorption, prolonged vomit- 
ing or diarrhea, such as peptic ulcer, G.I. malig- 
nancy, pancreatic disease, intestinal fistula, short 
circuiting operations on the intestines, chronic 
ulcerative colitis, tuberculous and chronic enteri- 
tis, congestive heart failure with edema of the 
G. I. mucous membrane, and pellagra. 

A low total plasma proteins due to impaired 
synthesis occurs in the following condition: 

1. Chronic hepatic disease 

2. Chronic glomerulonephritis 

3. Various infections 

. Severe anemias (uncontrolled pernicious 
anemia ). 

5. Cachectic states 

6. Pregnancy and lactation (25) 

It is especially true in eclampsia and pre eclamp- 
sia. 

A low total due to excessive protein catabolism 
may be found in uncontrolled diabetes mellitus, 
and severe thyrotoxicosis. 


Il. Hyperproteinemia 

An increased total plasma protein occurs usu- 
ally in dehydration. However, in many cases 
where dehydration is a factor, complication fac- 
tors such as inanition, diarrhea, and vomiting, 
exert an influence which tends to decrease the 
plasma protein concentration. However, in the 
following cases, a total plasma protein of from 
10.—12. gms. per 100 cc, have been reported. 

. Cholera—infant diarrhea 

2. Shock 

. Burns 

. Diabetic acidosis 

. Addison’s disease 

. Intestinal obstruction 

. Heat exhaustion. 
Ill. Hypoalbuminemia 

A decrease in the albumin fraction of the 
plasma proteins is usually associated with a 
compensatory increase in serum globulin, and 
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occasionally fibrinogen. A decrease in the serum 
albumin is found in the following conditions: 

. Nephritis 

. Nephrosis 

. Amyloid diseases of the kidney. 

. Congestive heart failure 

. Multiple myeloma 

. Chronic hepatic disease 

. Extensive burns. 

. Pick’s disease (polyserositis ) 

. Intestinal obstruction 
10. Generalized peritonitis. 

In chronic nephritis as much as 60 gms. of 
albumin may be eliminated per day. A daily 
loss of 4-5 gms. may result in a gradual decrease 
in the level of the plasma protein. Van Slyke 
found that cases of this condition which main- 
tained plasma albumin values above 2.2 gm. per 
100 ce or total protein values above 5.5 gm. per 
100 cc have a better prognosis than those which 
do not. Thus the plasma protein concentration 
is of prognostic significance during the acute 
stage of glomerulonephritis. Also a low plasma 
protein concentration, usually below 2.5 gm. per 
100 cc is the rule in diagnosing the chronic ac- 
As the chronic 


tive stage of glomerulonephritis. 
active stage progresses into the terminal stage, 
there is a marked tendency for the plasma pro- 
teins to increase, normal values being obtained 
in about half the cases during the terminal stage 


of the disease. This may be due in part to 
decreased albuminuria, and in part to hemo- 
concentration. 

In chronic renal disease, the decrease in plasma 
protein is due to three factors—albuminuria, a 
nutritional defect which interferes with the 
ability of the organism to regenerate serum al- 
bumin, and malnutrition (a lack of adequate 
protein intake). 

In nephrosis the globulin and fibrinogen are 
commonly markedly increased—the former ris- 
ing to 5 gm per 100 cc and the latter going as 
high as 1 gm. per 100 cc. 

The hypo-albuminemia seen in extensive 
burns, intestinal obstruction, and generalized 
peritonitis is due to the loss of plasma from 
the circulation (14). 

IV. Hyper-Globulinemia 

In general the alpha globulins increase in 
febrile conditions; the alpha and beta globulins 
increase, while the gamma globulins decrease 
in chronic nephrosis (6). The beta and gamma 
globulins increase in multiple myeloma, while 
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the alpha and gamma globulins increase in tuber- 
culosis. There is a close correlation between 
the sedimentation rate, and the alpha globulin 
concentration. Both increase in the presence of 
considerable tissue destruction or inflammation 
(31). Hyperglobulinemia with or without hyper- 
proteinemia occurs in the following conditions: 

1. Certain acute and chronic suppurative 

conditions. 

2. Lymphopathia venereum. 

3. Multiple myeloma 

. Boeck’s sarcoid 

. Certain miscellaneous conditions. 

There is evidence which suggests that the 
maintenance of a high plasma globulin concen- 
tration is responsible for the development of 
amyloid disease in conditions associated with 
chronic suppurative processes. 

In multiple myeloma, the hyperglobulinemia 
is present in 50-60% of_cases (3). The beta and 
gamma globulins increase, and there is also some 
suggestion of the presence of a Bence-Jones pro- 
tein in the serum. 

The miscellaneous conditions include malaria, 
leukemia, syphilis, rheumatoid arthritis, filaria- 
sis, tuberculosis, lupus erythematosis periarteritis 
nodosa, leprosy, and kala-azar. 

V. Hypo-albuminemia and Hypo-globulinemia 

This combination of a low serum albumin and 
a low serum globulin is the exception to the 
rule and is only seen in children with either 
coeliac disease, or far advanced malnutrition. 
VI. Fibrinogen Fraction 

The normal value of fibrinogen is from 200- 
400 mgms. per 100 cc. It is increased in the 
following conditions: 

1. Slight hepatic injury (hepatitis ) 

2. Most acute infections (except typhoid 

fever ) 

3. Pregnancy and menstruation 

. Following X-ray radiation. 

. Focal infections—sinusitis, tonsillitis 

. Nephrosis 

. Multiple myeloma 

. Lymphopathia venereum. 

“a nephrosis the fibrinogen may be up to 1000 
mgms. per 100 cc in order to compensate for the 
decrease in serum albumin. The increase here, 
as in the case of acute infections, is made pos- 
sible by the existance of a generalized increased 
cellular permeability, allowing the more ready 
entrance of the comparatively large fibrinogen 
molecule into the circulation. 
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Fibrinogen is decreased in the following con- 
ditions: 

1. Hepatic insufficiency. 

2. Typhoid fever. 

3. Following severe hemorrhage—temporary. 

A Cachetic conditions. 

5. Constitutional fibrinogenopenia. 

In this latter condition there may be a de- 
layed coagulation of blood, or profuse bleeding 
after slight trauma due to an inadequate amount 
of fibrinogen (30). The fibrinogen is also occa- 
sionally decreased in pernicious anemia, pellagra, 
scurvey, myelogenous leukemia, and other dis- 
eases of the bone marrow (41). 

Use in Diagnostic Reactions 

Many liver function tests depend on reactions 
(usually chemical) involving either the serum 
globulin or the A/G ratio. 

The Takata-Ara Reaction (23) is positive due 
to an increase or qualitative abnormality in the 
globulin fraction. It is positive in portal cirr- 
hosis, and other forms of severe hepato cellular 
damage. 

The Formol-Gel Reaction (2) is positive in 
conditions accompanied by a significant hyper- 
globulinemia. Thus a positive reaction is ob- 
tained in the same conditions as the Tahata-Ara 
Reaction is positive. 

A paretic type of colloidal Gold Curve (21) 
is produced by some qualitative or quantitative 
change in the euglobulin or gamma globulin 
fraction. This curve is seen in portal cirrhosis, 
portal necrosis, hepatitis, and portal malignancy. 

The Cephalin-Cholesterol Flocculation Test 
(14) depends on one of three factors for its 
positiveity: 

1. An increase in the gamma globulin in such 
quantity that the normal components of the 
serum albumin fraction are unable to in- 
hibit the reaction. 

2. A decrease in the serum albumin concen- 
tration below that capable of inhibiting the 
reaction. 

. A decrease in the flocculation-inhibiting 
properties of the serum albumin fraction 
due to its chemical modification. 

Thus the Cephalin-Cholesterol Flocculation 
Test is positive in a large proportion of cases of 
active hepato-cellular disease. 

The Thymol Turbidity Test (22) gives re- 
sults parallel to those obtained with the Cepha- 
lin-Cholesterol Flocculation Test. The only dif- 
ference is that it gives a positive response in 
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lipemia sera. Thus it is positive not only in 
many cases of active hepatocellular disease, but 
also in diabetes mellitus, and nephrosis. 

Weiss (38) has devised an excellent method 
in determining the amount of liver damage in 
cases of liver disease. This determination is 
based on different shifts of the A/G ratio. The 
test itself is based on three separate determina- 
tions of the blood protein-albumin, globulin, and 
fibrinogen, and three complete blood counts. 

The procedure in the test is as follows: 

1. Bed rest with no food. 

2. 6 cc. oxalated blood is drawn for determina- 

tion of plasma proteins, and C.B.C. 

3. A mixture composed approximately of % 
liver, % stomach mucosa, % pancreas, and 
% spleen. After a skin test is performed, 
1 cc of the above mixture is injected deeply 
into the gluteal muscle. 

. The injection of 1 cc of mixture brings 
about a rapid shift of the blood proteins and 
corpuscles in one to two hours. The lower 
the A/G ratio, with globulin being the de- 
nominator, the more affected is the liver 
function. A shift in the blood count is 
advantageously used for prognosis, a de- 
crease in lymphocytes being a favorable 
sign, and an increase in the number of 
lymphocytes indicating a poor prognosis. 

5. 6 cc of blood withdrawn one hour after 

injection. 

6. 6 cc of blood withdrawn two hours after 

injection. 

The results depend on one of five different 
shifts of the A/G ratio, and may be interpreted 
as follows: 

(a) When the A/G ratio changes only within 
its physiological range, i.e. less than 0.1 
of its value, liver function is normal. 

(b) When the A/G ratio increases after one 
hour, and again after two hours, liver 
function is slightly affected. 

(c) When the ratio increases after one hour, 
and decreases after two hours, liver func- 
tion is moderately affected. 

(d) When the ratio decreases after one hour, 
and increases after two hours, liver func- 
tion is markedly affected. 

(e) When the ratio decreases after one hour, 
and again after two hours, liver function 
is seriously affected. 


Therapeutic Uses of the Serum Albumin 
Normal human serum albumin was primarily 





Vol. 8, No. 2 ARIZONA 
(20) developed as a blood substitute for use in 
traumatic shock. It is to be noted that concen- 
trated albumin, unlike concentrated plasma or 
gelatin is only as viscous as whole blood with a 
hematocrit reading of 50% (7), and when in- 
jected, it lowers blood viscosity due to hemodilu- 
tion. That is why it is more readily tolerated 
by patients with mild congestive failure than 
whole blood, or other more viscous colloidal 
solutions. It may be used in the following con- 
ditions: 
1. In the treatment of shock. 
2. In the treatment of hypoproteinemia with 
edema ; 
(a) Chronic nephritis. 
(b) Chronic nephrosis. 
(c) Chronic cirrhosis. 
3. In the treatment of acute nephritis. 
4. In the treatment of toxemias of pregnancy. 


In the treatment of shock, albumin appears as 
to be an effective blood substitute. Studies in 
circulatory dynamics in shock patients receiving 
albumin showed that improvement after albu- 
min therapy was associated with an increase in 
cardiac output which was greater than that 
produced by the administration of whole blood 
(8). 

The serum albumin is distributed in 25% 
solution, and in the treatment of burns, hemor- 
rhage, or trauma in patients with decreased 
blood volume, it produces both clinical improve- 
ment, and a considerably greater increase in the 
plasma volume than can be accounted for by 
the volume of the solution injected. Saline en- 
hances the effect of the albumin. A 5% albumin 
solution in 0.85% saline solution is approximately 
isosmotic, and isotonic with citrated human 
plasma. Thus each 100 cc of 25% albumin solu- 
tion should be supplemented with 400-500 cc 
N. saline solution when possible, in the treat- 
ment of shock. This may be given by vein, 
or by mouth. 

Hypoproteinemia is associated with chronic 
Bright’s disease (35) has been treated with some 
success with salt poor concentrated human serum 
albumin. The dosage used has been 50 gms 
per day over a period of twenty to thirty days. 
Since the serum albumin is salt free, it is given 
in 10% glucose solution. Following the first dose, 
there is an increased urine output associated with 
an increased excretion of protein, chloride, phos- 
phorus, and non-protein nitrogen. There is a 
slight increase in the serum albumin level. This 
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treatment works best on massive edema cases, 
and produces no response in non-edema, or 
minimal edema cases. Its value is that it affords 
transient symptomatic treatment. 

Serum albumin may be used in acute nephri- 
tis, and acute sulfadiazine intoxication produc- 
ing acute renal failure, to maintain an adequate 
serum protein level without elevation of the 
N.P.N. provided sufficient calories are adminis- 
tered to spare protein catabolism. This is in 
line with the present feeling that the best treat- 
ment for anuria is to keep the chemical composi- 
tion of the body fluids as normal as possible by 
parenteral and oral administration of carbohy- 
drate, fluid electrolytes (29) under rigid labora- 
tory control. Thus the patient is kept alive 
until spontaneous repair of the renal lesions leads 
to a return of the excretory function. 

There is excreted a large amount of serum 
globulin, and serum in pre-eclamptic patients 
(11). It also appears that the serum protein 
level may be a better index of the severity of 
pre-eclampsia than the uric acid determination. 
In keeping with this statement is the fact that 
anuria is a sign of seriousness, and that unless 
diuresis can be effected, improvement usually 
fails to take place. Salt poor serum albumin in 
a dose of 25 gms every six hours is a potent 
therapeutic aid in the treatment of anuria by 
increasing the blood volume, and decreasing the 
viscosity—thus enhancing the filtrable activity of 
the glomeruli (34). This serum albumin should 
be used in conjunction with the standard treat- 
ment of pre-eclampsia. Dorr also feels that if 
a patient does not improve with that treatment 
within twelve to thirty-six hours, or if after 
improvement there is a return of symptoms or 
clinical findings, delivery should be consum- 
mated. 

Therapeutic Use of the Globulin Fraction 

Pooled gamma globulin (33) refers to the 
gamma globulin from large pools of adult blood 
plasma. By fractionating this pooled plasma 
by a method first developed by Dr. E. J. Cohn 
and his co-workers (7) at Harvard medical 
school, a gamma globulin fraction was obtained 
(15) which has a concentration in antibodies 
of about 25 times that of normal pooled plasma. 
Thus the uniformity of antibody levels in pooled 
plasma, and thus in gamma globulin depends 
chiefly upon the following factors: 

1. The presence of endemic or recent epi- 

demic disease in the geographical area from 
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which the blood is drawn. 

2. The amount, and duration of antibodies 

resulting from specific infections. 

3. The number of donors contributing to the 

pool. 

A combination of Fraction I and thrombin has 
been used to promote adherence of skin grafts 
(9), and to form a coagulum (10) around cal- 
culi in the renal pelvis so as to effect their com- 
plete removal without fragmentation. In the 
form of fibrin foam with thrombin, the clotting 
proteins have been widely and successfully used 
to accomplish rapid hemostasis in neurosurgical, 
and certain other surgical procedures. The anti- 
A, and anti-B isoagglutinins and the Rh globulin 
derived from Fraction III-1 by concentration of 
this activity from pooled group-specific or anti 
Rh plasma (24) provide dependable reagents for 
grouping blood which should increase the safety 
of transfusions of either whole blood, or of 
resuspended red cells. 

The gamma globulins have come into im- 
portance in recent years because of its value 
in attenuating and preventing certain diseases. 
Its value has been investigated in the following 
diseases: 

1. Measles 

2. Mumps 

3. Scarlet fever 

. Infectious hepatitis 

5. Poliomyelitis 

t is felt in pediatric circles that children un- 
der five years of age should be either attenuated 
or protected against measles, and that children 
under two years of age should definitely be 
protected against the disease because of the 
severity of certain complications. In Great Bri- 
tain and Canada, convalescent measle serum is 
used almost exclusively in the prevention or 
attenuation of measles, while in America gamma 
globulin is used. For attenuation 2.5 cc of 
convalescent measle serum, or 1.2—1-5 cc of 
gamma globulin is the usual dosage (19). For 
protection 5.0 cc of convalescent measle serum 
is required, or 3.5 cc of the gamma globulin 
is used. 91-92% of patients, using either thera- 
peutic agent obtain attenuation. 

In the protection line, 70% are protected using 
convalescent measle serum, while 82% are given 
protection by the gamma globulins. The dosage 
of gamma globulin recommended for protection 
is 0.1 cc per pound body weight given intra- 
muscularly as soon as possible after the first 
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exposure to the infection. However, large doses 
of gamma globulin administered in the prodro- 
mal stage of the disease, at or previous to the 
appearance of Koplik spots ,also apparently 
modify the disease (33). 

The value of gamma globulin in mumps ap- 
pears to depend upon facilities for the pooling 
and fractionation of large amounts of convales- 
cent plasma (33). The injection of ordinary 
gamma globulin produces no significant effect. 
However, the injection of 20 cc of gamma globu- 
lin from convalescent pools produced a decrease 
of from 8-33% in the incidence of orchitis. Thus 
if the pooled gamma globulin is obtainable, it 
should be reserved for the treatment of adult 
males in the first twenty-four hours of the dis- 
ease, with the aim of preventing or attenuating 
acute orchitis, thus decreasing the high inci- 
dence of sterility in the male following mumps 
and orchitis. 

Gamma globulin has also been used in the 
treatment of scarlet fever (32). In mild cases 
of scarlet fever the use of gamma globulin, in 
doses of 1 cc per pound body weight us to a 
total of 60 cc, appears to attenuate the disease 
more than the use of antitoxin alone. However, 
in severe toxic cases of scarlet fever, scarlet 
fever antitoxin should be used. 

Stokes (33) feels that gamma globulin is 
beneficial in the prevention of infectious hepa- 
titis in doses of .06 cc per pound body weight, 
but that it was of no value in the treatment of 
the active disease. Injections of gamma globulin 
in the prodromal pre-icteric stage or in the 
acute stage, fails to attenuate the infection (37). 
It was found that gamma globulins confer tem- 
porary benefits on the long chronic type of infec- 
tion in doses of 20 cc per day on alternate days. 

The effects of gamma globulins in poliomye- 
litis has also been tested and Stokes (33) has 
come to the conclusion that gamma _ globulin 
injected during the incubation period, or in the 
preparalytic stage has no effect on the course 
or the outcome of the disease. 


Therapeutic Use of Fibrinogen 

In the studies of Cohn’s fractions, it was shown 
that Fractions I, II, and III had marked anti- 
hemophilic activity. Since Fraction I contains 
from 60-90% fibrinogen, it is used as the best 
source of antihemophilic potency. Fraction I 
is available in vials of 200 mgms; it is in powder 
form, and is injected intravenously after being 
dissolved in 50 cc of sterile distilled water. 
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In fifteen to thirty minutes, 200 mgm will 
lower the venous coagulation time in hemophilia 
toward normal, and its effect will last about four 
hours (39). This treatment is better than blood 
transfusion in hemophiliacs, as it lowers the 
coagulation time much more. Thus it is of 
value in hemophiliacs in extracting teeth, in sur- 
gery, and in the stopping of hemorrhage from 
a wound. 

Conclusion 

In this review of plasma protein chemistry, 
an attempt has been made to summarize the 
advances made in this subject since its beginning 
in 1842 up to the present time. It is also de- 
signed to show that there is still much investi- 
gation to be performed before the complete 
story is unfolded. 

Also, I would like to thank Dr. A. C. Van 
Ravenswaay and Dr. M. G. Vavich for their 


kind assistance in helping me prepare this paper. 
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CONTRIBUTORS 


The Editor sincerely solicits contributions of scientific 
articles for publication in ARIZONA MEDICINE. All such 
contributions are greatly appreciated. All will be given equal 
consideration. 

Certain general rules must be followed, however, and the 
Editor therefore respectfully submits the following suggestions 
to authors and contributors: 

1. Follow the general rules of good English, especially with 
regard to construction, diction, spelling, and punctuation. 

2. Be guided by the general rules of medical waited. a 
followed by the JOURNAL OF THE AMERICAN MEDICA 
ao. (See MEDICAL WRITING by Morris Fish- 
ein.) 

3. Be brief, even while being thorough and complete. Avoid 
unnecessary words. Try to limit the article to 1500 words. 

4. Read and re-read the manuscript several times to cor- 
rect it, especially for spelling and punctuation. 

5. Submit manuscript typewritten and double-spaced. 

6. Articles for publication should have been read before 
a controversial body, e.g., a hospital staff meeting, or a 
county medical society meeting. 

The Editor is always ready, willing, and happy 
in any way possible. 


Editorials 


ELECTROLYTE BALANCE 


Our knowledge of tissue fluid chemistry has 
taken a great stride forward with the employ- 
ment of isotopes to trace the fate of less well 
known chemicals during their journey through 
the body. Many inexplicable untoward results 
of supposedly good therapy now become under- 
standable. But since there is a considerable time 
lag between the discovery of a significant bio- 
chemical fact and its employment by the clini- 
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cian needless deaths still occur—preventable 
deaths. 

A great advance in proper therapy was the 
then new avenue of fluid administration, namely 
hypodermoclysis and venoclysis. Subsequently 
there was added to the isotonic salt solution glu- 
cose, and still later other substances such as 
proteins, vitamins, blood, and antibiotics. The 
disappointing results obtained with these solu- 
tions in certain cases led to the discovery that 
saline solution is of itself toxic if used in excess, 
and that too much of it in the body led to dilu- 
tion of the already depleted other rarer electro- 
lytes, and the effort of the body to wash this 
excess out through the kidneys further depleted 
other ions that the ill body could scare afford 
to lose. It is to be recognized that saline simply 
replaces sodium and chlorides and glucose is 
simply a food for quick energy but is in no 
form an electrolyte. Yet too many of us still 
restrict the parenteral fluids to 5% Glucose in 
saline solution. 

The dehydrated patient, and this refers equally 
to surgical as well as medical patients needs 
singly or in various combinations, red cells, plas- 
ma proteins, water, Sodium, Chlorides, Bicar- 
bonates, Potassium, Phosphorus, Amino Acids, 
Dextrose, and Vitamins. The dehydrated pa- 
tient is especially short on intercellular potas- 
sium which was lost with acidosis and loss of 
fluids. The rapid replacement of tota) tissue 
fluids with Saline solution simply dilutes the 
reduced potassium present. If, however, potas- 
sium is infused into the blood stream too rapidly 
as by intravenous use of it instead of sodium, 
untoward results again ensue. The intercellular 
potassium diffuses into the cells very slowly, and 
an excess of intercellular potassium, even tho 
the cells are depleted, will lead to cardiac dam- 
age. On the other hand, a loss of potassium 
without replacement will lead rapidly to death, 
as is seen in certain cases of diabetic acidosis 
and coma who die because of the lack of potas- 
sium. This is but a single example of the vital 
need for a clear understanding of the signifi- 
cance of proper electrolyte balance. 

Lately there has been too great a tendency 
to give intravenous fluids. We all see on hospi- 
tal wards patients perfectly able to retain oral 
fluids sitting upright in bed getting an intra- 
venous feeding, with the fluid running in at a 
greatly excessive speed. This massive flooding 
of the circulation is both dangerous and waste- 
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ful, expensive and messy. A lucid patient who 
has no difficulty swallowing and is not vomiting 
may very well take his fluids orally with a lot 
less expense and trouble. 

The key to correct judgment and proper use 
of our newer knowledge depends entirely on 
the laboratory reports of the status from day 
to day of the electrolyte values. It must there- 
fore be an expensive but rewarding procedure— 
and utterly essential that daily or even hourly 
check be made on the progress of each case. The 
intelligent use of the laboratory reports will save 
lives. Clinical judgment is here emphatically 


not enough. 
P. L. S. 





PHOENIX CLINICAL CLUB 


MASSACHUSETTS GENERAL 
HOSPITAL CASE NO. 29011 





The Case History in this discussion is selected 
from the Case Records of the Massachusetts Gen- 
eral Hospital, and reprinted from the New England 
Journal of Medicine. The discussant under Differ- 
ential Diagnosis is a member of the staff of the 
Massachusetts General Hospital. The other dis- 
cussants are members of the Phoenix Clinical Club. 











A fifty-six-year-old author came to the hospital 
because of crampy abdominal pain, nausea and 
vomiting. 

Beginning six months prior to admission he 
was often awakened because of crampy abdom- 
inal pain that was usually followed by nausea 
and at times by vomiting. During the day he 
usually felt better, but was bothered by “bloat- 
ing” eructations and belching. An x-ray study 
done one month later demonstrated “colitis.” 
One month before entry he developed consti- 
pation and often passed large amounts of gas by 
rectum. These symptoms were particularly no- 
ticeable since, following the resection of a fistula- 
in-ano fifteen years previously, he never had 
been completely continent of feces and move- 
ments tended to be loose. Five days before 
admission he became very constipated and suf- 
fered with extreme abdominal cramps, and sub- 
sequently his abdomen became distended. His 
physician treated him with repeated enemas, and 
some relief followed explosion of gas. Three 
days later he began to vomit a thin fluid, which 
did not contain blood or coffee grounds and did 
not have a fecal odor. He had never noted 





rms. A = AF fF 2s lUl lO 





Vol. 8, No. 2 ARIZONA 
tarry, bloody or alcoholic stools and had never 
been jaundiced. During the three months prior 
to admission he lost twenty pounds. For many 
weeks he was accustomed to drink as much as a 
pint of rye whiskey each day “to relieve nervous- 
ness and insomnia,” but this was discontinued 
during the week prior to admission. 

The family and past histories were noncon- 
tributory. 

Physical examination revealed a very ill, de- 
hydrated man who grunted with each breath. 
The mucous membranes were pale, dry and 
cracked. Examination of the heart and lungs 
was normal. Both diaphragms were elevated 
to the fourth rib anteriorly, and chest movements 
were limited. The abdomen was enormously 
distended and tympanitic throughout. The per- 
istaltic sounds were weak and almost absent. 
No masses were felt on rectal examination, and 
sphincter control was absent. 

The blood pressure was 122 systolic, 80 dias- 
tolic. The temperature was 99.1°F., the pulse 
94, and the respirations 21. 

Examination of the blood revealed a hemo- 
globin of 10.5 gm., red-count of 3,060,000 and 
a white-cell count of 16,700. The urine was 


cloudy, amber and acid in reaction, had a speci- 
fic gravity of 1.010 and negative tests for diace- 
tic acid, acetone and bile; one plus test for 
albumin; a rare red cell, 10 white cells and 4 
epithelial cells per high power field; the sugar 


test was negative. The serum nonprotein nitro- 
gen was 122 mg. per 100 c.c. the chloride 94.6 
milliequiv. per liter, and the protein 4.9 gm. per 
100 c.c. The stool was guaiac negative. 

A flat plate of the abdomen demonstrated con- 
siderable gas in the dilated stomach and in 
numerous loops of small bowel, and probably 
a small amount of gas in the nondilated ascend- 
ing and transverse colon. There was a large 
area of calcification overlying the fifth lumbar 
vertebra. 

Many unsuccessful attempts were made to 
pass a Miller-Abbott tube into the small bowel. 
Accordingly, after glucose and saline infusions 
and plasma transfusions, under novocain infiltra- 
tion, the abdomen was entered through a small 
oblique incision just to the left of the rectus 
muscle in the lower guadrant. The abdomen was 
explored with two fingers, and a hard mass was 
found approximately in the midline near the 
promontory of the sacrum. It was stony hard 
and was thought to represent the calcified mass 
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of lymph nodes seen in the x-ray. A small tag 
of omentum presented into the wound and on 
this were numerous small gray areas suggesting 
fat necrosis. There was considerable straw- 
colored free fluid in the peritoneal cavity. A loop 
of small bowel was drawn into the wound and 
a Witzel-type enterostomy was established. The 
biopsy of omentum showed fat necrosis. 

Three days later, the patient seemed slightly 
improved. The distention was definitely re- 
duced, and the respirations were slower and 
easier. Peristaltic sounds were more normal on 
the third hospital day. He was started on a 
course of intravenous sodium sulfadiazine, total- 
ing 25 gm. in five days. On the sixth hospital 
day the liver edge was felt three fingerbreaths 
below the costal margin and seemed rough and 
uneven. At this time there was definite dulness 
and consolidation above the high diaphragm 
on the right side, with increased transmission 
of breath and voice sounds and occasional rales. 
The temperature was 99.8°F., the pulse 98, and 
the respirations 25. The decompression tube was 
draining a yellowish-brown fluid, although it had 
not passed the pylorus. A portable flat plate of 
the abdomen showed definite improvement in 
the dilated loops, but there was one large mark- 
edly dilated loop of small bowel, probably in 
the upper jejunum. The nonprotein nitrogen was 
90 mg. 100 c.c. the chloride 108.4 milliequiv. per 
liter. The serum amylase was 1.5 units (nor- 
mal). The van den Bergh reaction was too low 
to read. The prothrombin time was 25 seconds 
(normal, 20 seconds). In the bromsulfalein test 
30 per cent of the dye was present in the thirty- 
minute specimen. The urinary sediment con- 
tained a rare coarsely granular cast, a rare red 
cell, 10 white cells, 5 epithelial cells, calcium 
oxalate crystals and rare crystals resembling sul- 
fadiazine per highpower field. 


On the seventh day after admission, the 
temperature rose to 101° and each evening it 
jumped to 103°F. The pulse ranged between 
100 and 110. At this time the wound became 
infected with Proteus vulgaris and broke down. 
Because of intermittent abdominal distention, 
barium enema, gastrointestinal-series and intra- 
venous pyelogram studies were made. The en- 
tire colon filled readily. The colon emptied com- 
pletely and no organic lesion could be demon- 
strated. The small barium meal was negative. 
The barium mixture passed through the small 
bowel as far as the ileostomy opening in the 
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usual time without evidence of obstruction or 
dislocation. Palpation was unsatisfactory be- 
cause of the patient’s condition. The intraven- 
ous pyelogram demonstrated that the kidney out- 
lines were normal in size, shape and position. 
At no time was the dye visible in the kidney 
pelvis. However, there was a moderate amount 
of dye in the bladder toward the end of the 
examination. The liver shadow was large. The 
spleen was not visible. Low in the pelvis on 
the left side were several dense shadows they 
probably represented barium in the diverticu- 
lums of the sigmoid. The nonprotein nitrogen 
at this time was 28 mg. per 100 c.c. Owing to 
signs of pleural fluid, chest taps were performed 
through the ninth interspace on each side; 2 c.c. 
of what appeared to be thin blood was obtained 
from the right side, and 25 c.c. of similar fluid 
from the left. 

Terminally the patient seemed slightly jaun- 
diced. The serum bilirubin was 2.45 mg. per 
100 c.c. direct, and 2.75 mg. indirect. The liver 
function test showed 50 per cent retention of 
the dye in the serum. The patient vomited 
small amounts of blood, and a small amount of 
blood drained from the enterostomy opening. 


The blood pressure dropped to 74 systolic, 40 


diastolic, and the pulse rose to 120. In spite of 
supportive measures the patient died on the 
fortieth day after admission. 


DR. T. H. BATE 

The case under discussion today is that of a 
fifty-six year old white male who was admitted 
to the hospital because of abdominal pain, 
nausea and vomiting. The protocol is rather 
long, involving three pages. Numerous labora- 
tory tests were done, numerous x-ray studies 
were made. In order not to review the entire 
history I will try to pick out the salient points 
upon which we might logically come to a con- 
clusion, which of course we hope is the right 
diagnosis. 

This patient had been bothered with colitis for 
about six months, supposedly proven with an 
x-ray. It is stated that he felt better in the day 
time than he did in the morning on arising. He 
had noticed an abundance of gas, but the stools 
were not described. Five days before admission 
he became constipated and was relieved by re- 
peated enemas, passing a great deal of gas. Two 
days after this he started to vomit a thin yellow 
fluid and noticed an enormous distention of the 
upper abdomen. There is a twenty pound 
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weight loss and a definite history of alcohol. His 
admitting laboratory work showed an anemia, 
a leukocytosis, a 2 plus albumin and a 1 plus 
sugar in the urine, an increased serum of non- 
protein nitrogen of 122 mg. (25 to 32 being nor- 
mal). The protein was depressed to 4.9. (nor- 
mal being 6 to 8). 

The x-ray studies revealed distention of the 
upper gastro-intestinal tract and a calcified mass 
over the 5th lumbar vertebra. 

Numerous attempts to use the Miller-Abbott 
tube failed and an enterostomy was done. At 
this time, the hard mass described in the x-ray 
was felt to be calcified lymph nodes over the 
4th lumbar vertebra. The omentum presented 
itself and areas were biopsied which showed fat 
necrosis. This might be the turning point of the 
whole case. 

A few days later repeated physical examina- 
tion revealed an enlarged liver. The NPN had 
fallen to 90. The protein had improved slightly 
coming up to 5.3. Blood sugar was 145 and 
serum amylase was normal. Apparently the 
House Staff at this time were considering pan- 
creatic disease. Bromosulphathalein test show- 
ed a 30 per cent retention in thirty minutes, this 
is definitely increased, normal being about 10 
per cent. The urine at this time showed a few 
hyaline casts. 

On the seventh day the wound broke down 
and the patient became acutely ill. Barium 
enema, gastro-intestinal study and intravenous 
pyelograms were all described as normal. How- 
ever, during the examination small diverticuli of 
the sigmoid were noted. Terminally, there was 
some fluid in the chest, a small amount described 
as thin and bloody. The patient was jaundiced 
terminally and died. 

In reviewing the signs and symptoms on this 
case, several possibilities come to mind: First: 
Did the man have high intestinal obstruction. 
I do not think so, because first he passed a great 
deal of gas. This is characteristic of a chronic 
pancreatitis. The upper abdomen will distend 
enormously, vomiting is common and profuse, 
although usually thin in character, and the 
patient passes a great deal of gas. Whereas in 
high intestinal obstruction vomiting is prominent, 
it becomes progressively darker as the vomiting 
progresses. Pain is crampy and rhythmic, this 
patient did not have pain, and there is usually 
no expulsion of gas or feces. This is further 
borne out by the x-ray studies, namely, the nega- 
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tive gastro-intestinal series. The malfunction- 
ing liver, with slight enlargement, will hardly 
explain the clinical picture given here. It has 
been shown on numerous occasions that pan- 
creatic disease, of chronic nature is very often 
associated with a fatty degeneration and en- 
largement of the liver. It is stated by some 
authors that the enlargement of the liver and the 
fatty infiltration may be an attempt of the liver 
cells to supplement and aid in the digestive 
processes of the pancreas. Although most fre- 
quently associated with lesions of the pancreas, 
fat necrosis can occur under other circumstances. 
Traumatic fat necrosis has been found in the 
female breasf, and occasionally it will develop 
in any fatty tissue subjected to trauma. In all 
instances, the lesion probably appears as the 
result of a breakdown of neutral fat by a 
lipase. Necrosis or injury to the tissue allows 
the fat to be released from cellular confines to 
meet the enzymes, whether it be liberated pan- 
creatic enzyme, or a local ferment arising from 
the regions of traumatic necrosis. Fatty acid and 
glycerol are formed. Glycerol being water 


soluble is carried away, but the fatty acids may 
crystalize into irritating foreign bodies, or may 


unite with calcium ions into insoluble soap. Both 
products remain locally at the sight of injury. 
The calcium content of tissues subjected to fat 
necrosis is much higher than that of normal 
tissue. Perhaps the calcified masses described 
on x-ray and by the surgeon palpating through 
the incision for the enterostomy, may be the 
terminal results of previous fatty necrosis with 
the formation and union with calcium. 


The symptom of abdominal pain, which was 
better in the daytime than at night, is also in- 
teresting and tends to lead to the diagnosis 
of pancreatic disease. DeCosta was the first 
to describe increased pain in the recumbent 
position, explaining that due to the retroperi- 
toneal position of the Pancreas, the spine being 
hyper-extended is more apt to cause pain. As 
the patient is in the upright position he tends 
to stoop forward and in so doing relieves ten- 
sion over the pancreas. 

Carcinoma of the body and tail of the pan- 
creas must also be thought of in this case. Duff 
points out that the clinical picture of cancer of 
the body and tail differs from that of cancer of 
the head in other respects than the presence or 
absence of jaundice. Spread in the cancer of the 
body and tail is a much more striking feature 
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than cancer in the head. This influences the 
signs and symptoms. Deep-seated gnawing pain 
is characteristic of cancer of the body, and is 
explained by extensive involvement of perineural 
lymph spaces, as the tumor is likely to be in 
direct contact celiac plexus. Ascites is common 
and is usually due to the implantation growths 
on the peritoneum or the involvement of the 
portal vein. The spleen may be enlarged owing 
to the pressure on the splenic vein, which lies 
in the groove in the body of the pancreas. Dis- 
tant metastases, both by blood and lymph 
stream, are commoner than in cancer of the 
head. 


CLINICAL FEATURES OF CHRONIC 
PANCREATITIS 

In general, chronic pancreatitis has not been 
considered as a distinct pathologic entity, but has 
usually been regarded in conjunction with 
chronic cholecystitis, obstructive jaundice due 
to stone in the common bile duct, or carcinoma 
of the ampulla of Vater or of the head of the 
pancreas. Recently, Comfort, Gambill, and 
Baggenstoss have emphasized chronic pancrea- 
titis unassociated with disease of the biliary or 
gastro-intestinal tract as “chronic relapsing pan- 
creatitis.” 

Chronic pancreatitis may be defined as a dis- 
ease characterized by recurrent attacks of pain 
in the upper abdomen, by disturbance of par- 
enchymatous cell function, and by rather speci- 
fic sequelae; a syndrome which may be limited 
to the pancreas alone or may be associated with 
disease of the biliary or gastro-intestinal tract. 
Attention has been devoted to the pathologic 
findings of marked interstitial fibrosis and resi- 
dual cystic necroses of tissue as characteristic 
of chronic pancreatitis. The term “hydropan- 
creatosis” has been used to denote the condition 
in which the duct system is dilated above a 
point of obstruction with extreme atrophy of 
the parenchyma. 


Incidence and Exciting Factors 

Chronic pancreatitis may begin in childhood 
or late in life, but usually starts most frequently 
in the third or fourth decade. It occurs more 
often among males than among females, the 
ratio being about 6:1 (Comfort, Gambill and 
Baggenstoss). Dietary indiscretions and alcoho! 
appear to initiate the acute attacks. Size, weight. 
and obesity are probably not precipating fac- 
tors. Bustos (1945) stressed the possibility of 
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focal and systemic infection as a likely cause 
of chronic pancreatitis; however, Comfort et al. 
(1946) minimized infection as an etiologic hypo- 
thesis. 

Symptoms and Physical Findings 

Although there are no pathognomonic symp- 
toms and signs of chronic pancreatitis the collec- 
tive findings of pancreatic pain, dyspepsia, steat- 
orrhea, diabetes, and occasionally a mass palpat- 
ed in the epigastric region should direct attention 
toward this organ. 

The pain in chronic pancreatitis usually starts 
abruptly, but is not always severe. It has been 
described as constant and burning, and usually, 
though not always, is provoked by food and 
alcohol, in contrast to the pain of chronic peptic 
ulcer, which usually is alleviated momentarily 
by the ingestion of food. The seizures of pain 
in chronic pancreatitis may continue over various 
periods of time, from a few days to as long as 
10 to 20 years. The pain, usually steady, is 


frequently located in the epigastrium, although 
it is not uncommon in either of the upper abdom- 
inal quadrants. As in acute pancreatitis, pain in 
chronic pancreatitis may radiate transversely 


across the epigastric region, through to the back, 
or occasionally to the left costal angle. 

The physical findings vary with the stage of 
the attack, which in many instances is so mild 
that there are no significant signs. Fever and 
leukocytosis, and in some cases even shock, are 
found. Usually there is some degree of muscle 
spasm in the upper abdomen. In a very thin 
patient with long-standing chronic pancreatitis 
an enlarged or cystic pancreas may be palpated 
as an indefinite mass. Jaundice occurs in al- 
most half the cases with chronic pancreatitis. 


Laboratory Features 

Transient or persistent plycosuria represents 
a form of diabetes mellitus. Albuminuria is not 
uncommon. NPN may be elected. 

Blood studies frequently show an anemia, and 
blood volume may fall below a normal level. 
Leukocytosis is a variable and an unimportant 
diagnostic feature. The presence of an elevated 
blood sugar and a diabetic type of glucose toler- 
ance curve is extremely helpful from both a diag- 
nostic and therapeutic point of view. The serum 
bilirubin determination may reveal subclinical 
or clinical jaundice. The blood serum amylase 
test may or may not be elevated, and this test 
is not nearly so valuable as in acute pancreatitis. 
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Hypocalcemia noted in acute pancreatitis is not 
present in chronic pancreatitis. 

Examination of the stool is important, and the 
clinical picture of steatorrhea should warrent 
thorough investigation. Stools may vary from 
large, bulky, whitish, fatty ones to those of 
normal consistency. Microscopically, undigested 
starches (amylorrhea), proteins (azotorrhea), 
and fats (steatorrhea) may be found. 

Roentgenologic studies of the gallbladder, 
stomach, duodenum, small intestine, and colon 
may demonstrate associated pathologic condi- 
tions. A roentgengram of the pancreas will in 
about 50% percent of cases reveal calcification 
which represents a sequela of this disease. Many 
observers (Comfort et al.) believe the calcifica- 
tions are the results rather than the cause of the 
disease. 


DIAGNOSIS 
Acute Exacerbation of Chronic Relapsing Pan- 
creatitis. 


DR. J. M. GREER 

The high lights of the case are as follows: 

A male patient fifty-six years old coming in 
with a history crampy abdominal pain, nausea 
and vomiting. The history reveals that about 
six months previously, the patient was awakened 
at night with crampy abdominal pain, nausea 
and at times vomiting. Five days before admis- 
sion there were severe abdominal cramps and 
marked constipation. Three days later he began 
to vomit a thin fluid. There was no jaundice; 
nor tarry stools. He had lost about 20 pounds 
of weight in three months. He used to drink 
a large amount of rye whiskey to quiet his 
nerves but not in the last week. 

The past and family history:—Not important. 

Upon physical examination he looked ill, he 
was dehydrated, and his diaphragms were ele- 
vated, the chest movements limited but the heart 
and chest normal. T. P. R. was 99-94-21. The 
abdomen was enormously distended and peristal- 
sis was weak. Blood Hb. 10.5 gm. reds 3 M. 
whites 16,000. Urine showed 2 plus alb. low 
specific gravity and green sugar test. The serum 
NPN was 122 mgm to 100 cc. (normal is 25-35) 
This went down to 90 and then 28 after enter- 
ostomy and treatment. 

X-ray showed dilated stomach and small in- 
testine and some large dilated loops of small 
intestine, colon was not dilated. 

Maybe the most significant thing was a large 
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area of calcification overlying the area of the 
fifth lumbar vertebra. 

A laparotomy was done under local anesthesia, 
going in on the left side. It seems to me that 
this was a peculiar way to do a laparotomy but 
they do doubt had their reasons. They prob- 
ably only intended to pick up a loop of bowel 
for enterostomy and decompression as they were 
unable to pass a Miller-Abbott tube. At any 
rate the calcified mass was palpated and an en- 
terostomy done, and some necrosis of the omen- 
tum was found. 

The patient improved for a few days and the 
NPN went down. However, he developed liver 
and chest complications and a small amount 
of bloody fluid was aspirated from the pleural 
cavity and he went down hill and died on the 
fortieth hospital day, in spite of volumnious 
blood chemistry and x-ray studies and efficient 
treatment. 

Now let us go over the case more carefully: 

The above outline of history and symptomato- 
logy as well as physical examination and labora- 
tory work point toward some pathology in the 
abdomen, and involving the abdominal organs, 
and at least manifest by symptoms involving the 
intestinal tract. The extreme abdominal cramps 
and constipation strongly suggest mechanical ob- 
struction, but when they listened the peristalsis 
was weak. Was that because of the length of 
time or was it a mechanical obstruction? Is 
there anything in the physical findings that will 
help us? We know that there is a mass in the 
abdomen because it has been x-rayed and has 
been palpated when laparotomy was done. 

This Mass:—If we knew all about it we would 
probably have the diagnosis of our case or would 
we? This mass in the abdomen in the area of 
the 5th lumbar vertebrae, this mass, this stony 
hard mass that was palpated when laparotomy 
was done, this mass that is calcified and shows 
by x-ray. I take it that this mass is hard and 
fixed, and in the region of the last vertebrae, 
and probably projected forward in the retroperi- 
toneal area and could have interfered with the 
retroperitoneal blood supply. Could it be the 
cause of an intestinal obstruction? It is possible 
that it or the inflammation around it could well 
be. We also have to think of a mesenteric 
thrombosis. Is this mass inflammatory or in the 
nature of a new growth? If it is a new growth 
is it benign or malignant? As to retroperitoneal 
tumors, these tumors may occur anywhere in the 
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retroperitoneal area. They may be malignant 
or benign and are lipomata, fibromata, myoma, 
chondroma, neuroma, sarcoma, and lymphade- 
noma, and all varieties of cysts. 

We should probably take this mass for what 
the attendants thought it was, namely, a calcified 
mass of lymph nodes, and dismiss the idea of a 
retroperitoneal tumor, as we have very few 
other symptoms or signs to support it. 

From the physical findings of the abdomen;— 
distention, large dilated loops, fluid, vomiting, 
with temperature and leucocytosis we must as- 
sume that he had some peritonitis and no doubt 
the attendants thought so too as he was given 
sulfadiazine intravenously. Also after many 
unsuccessful attempts at passing a Miller Abbott 
tube the abdomen was opened under local anes- 
thesia and an enterostomy was done. Was this 
done because of a mechanical ileus or Ileus 
following peritonitis? Probably the latter. The 
mass was palpated and necrotic masses of omen- 
tum found. 

The numerous gray areas of fat necrosis on the 
omentum are to me significant, and make it 
necessary to investigate the possibility of pan- 
creatic involvement, as a pancreatitis is the most 
likely thing that would cause such necrosis. This 
is probably the key to the diagnosis as it is a 
physical sign of irritation from pancreatic fluid 
which means pancreatitis. 

We usually think of acute pancreatitis as being 
a sudden overwhelming disease; however this 
is a question of degree and there are less severe 
cases, and they do not all manifest the same 
degree of severe upper abdominal pain and 
shock. In the severe gangrenous and hemor- 
rhagic forms the mortality is about 80%, and 
this goes on down to 10% depending upon the 
degree of involvement. As we know these pan- 
creatitidies are brought on by blocking of the 
ducts or interference with the blood supply, from 
infection and thrombosis. This could well be 
the cause in this case. 

The patient improved somewhat after laparo- 
tomy and enterostomy but on the seventh day 
started to have a rise in temperature and pulse 
and went down hill from then on. 

Gastro-intestinal studies and IV pyelograms 
were done which probably did the patient very 
little good as he must have been quite ill with 
temperature up to 103° and pulse 110, and the 
protocol states that palpation was unsatisfac- 
tory because of the patients condition. 
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We are told that the barium enema showed 
that the colon emptied completely and later we 
are told that there were several dense shadows 
in the left pelvis as evidence of diverticulum 
of the sigmoid. Probably they do not consider 
the sigmoid as a part of the colon. The patient 
may have had some trouble with diverticulitis, 
which may have been a factor in the cause of 
the calcarious lymph nodes, and this as an etiolo- 
gical basis of the pancreatitis and the other 
abdominal pathology. 


The signs of the pleural fluid and bloody chest 
taps developed during the last few days and 
are a little hard to explain except that there had 
developed an associated hepatitis and liver con- 
gestion which could have accounted for this 
finding. Also if he had developed a retro- 
peritoneal or mesenteric thrombosis the bloody 
fluid in the chest could have come from this. 
Probably the most likely thing is a necrotizing 
pancreatitis and as this is a retroperitoneal 
organ the bloody fluid came from this. 


In Summary:— 


A male patient fifty-six years of age with a 
six months history of crampy abdominal pains, 
bloating, eructations, belching and much gas, in- 
dicating, at least, partial intestinal obstruction— 
more manifest five days before entry by extreme 
cramping and constipation. At the time of 
entering the hospital very ill with clinical peri- 
tonitis, with ileus intestinal obstruction which 
was only relieved by laparotomy and enter- 
ostomy, at which time omental necrosis was 
found. Later developing hepatitis, liver conges- 
tion and bloody fluid in the chest, ending in 
death on the fortieth day. 


These findings, history and progress, indicate 
to me a diagnosis of chronic pancreatitis, later 
developing into an acute pancreatitis with peri- 
tonitis, with at least partial obstruction for which 


enterostomy was done. Liver and chest com- 
plications developed which added to the cause 
of his death. 


One would expect to find the pathological 
changes in the various organs of this clinical 
picture. 

My diagnosis would then be: 

Pancreatitis, subacute and gradually develop- 
ing into a necrosis of the pancreas with bloody 


fluid in the peritoneum and chest cavity. All 
this was of sufficient degree to cause death. 


MEDICINE 


DIFFERENTIAL DIAGNOSIS 


Dr. Arthur W. Allen: Are the original calci- 
fied areas still present in the later x-ray films? 

Dr. George W. Holmes: Yes. 

Dr. Allen: According to the history, this man 
should have had a lesion easily demonstrable by 
x-ray, and it is a great disappointment to me 
that the x-ray studies throw so little light on the 
problem. We have a history that is perfectly 
consistent with a slowly developing lesion of 
the gastrointestinal tract that finally produced 
complete obstruction. This, however, probably 
is not the case since I am sure that under such 
circumstances the x-ray studies made after the 
sixth day of hospitalization would have been 
more conclusive than they appear to be. 

Starting back with the fistula operation fifteen 
years before admission, a fistula of sufficient di- 
mensions to require destruction of the sphincter 
makes one think of the possibility of tuberculosis. 
The calcified areas, which I assume represent 
healed tuberculous nodules in the mesentery of 
the ileum may not have had any bearing on 
such a possibility. They were probably due to 
a healed bovine tuberculosis that he developed 
in childhood because of drinking raw milk. Al- 
though these calcified nodes do cause symptoms 
in certain cases, they rarely produce acute ob- 
struction. Usually they are symptomless and 
very little attention is paid to them by clinicians, 
sometimes very much to the detriment of the 
patient. 

The present illness seems to have started about 
six months prior to admission when he began to 
have crampy abdominal pain, which was usually 
followed by nausea and at times by vomiting. 
This was worse at night when he was recumbent 
and better in the daytime when he was up and 
moving around. Although we have a note a 
little farther along saying that for many weeks 
prior to admission he was in the habit of drink- 
ing a pint of rye daily, it does not state whether 
this habit preceded the beginning of his diffi- 
culty six months previously, and I have a feeling 
that that is irrelevant. He had a sufficient amount 
of trouble five months prior to admission so that 
his physician urged him to have a barium enema 
and x-ray studies. The x-ray studies revealed 
“colitis,” which is a vague and indefinite term 
and means very little. However, at that time 
they probably ruled out a demonstrable growth 
in the intestine, and his physician was apparently 
satisfied to let the matter of crampy pain rest 
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at the moment and possibly blamed this discom- 
fort on the patient’s alcoholic intake. He really 
developed a good deal of change in his bowel 
habits about a month prior to admission. He 
had previously had loose bowel movements, 
which is rather an unfortunate complication for 
a man who has a sphincter that is not function- 
ing. However, this shifted over a month prior 
to admission to constipation, at that time he was 
aware of a great deal of gas in his bowels. Five 
days before admission the patient became verv 
constipated, and I assume that he failed to have 
any bowel movement, that he had extreme ab- 
dominal pain and that the abdomen became 

distended. He was brought in here in a state of 
dehydration and was obviously in a very pre- 
carious condition. 

At the time of entry the laboratory evidence, 
as represented by a high nonprotein nitrogen, 
a low blood choloride and a low protein, con- 
firmed the story that he had been unable to 
take any food or fluid for five days. He had 
also a certain amount of anemia—a _ red-cell 
count of 3,000,000. He had some leukocytosis, 
which may or may not have been of any signifi- 
cance since he must have had some hemoconcen- 
tration at the time the count was made. The 
red herring about the green sugar test is cleared 
up by the negative test later. The fact that the 
Miller-Abbott tube failed to pass the pylorus was 
undoubtedly a disappointment to those who 
treated him, particularly since every effort had 
probably been made to get this tube through 
the pylorus. I wish to call attention at this 
time to a very excellent description by Dr. Ab- 
bott, of how these tubes may be passed with a 
fine wire stylet. This wire can be obtained from 
sporting-goods houses since it is made for fishing 
leaders. The type of material that can be brought 
in Boston is not exactly the size that Dr. Abbott 
recommends but it is effective, and by the simple 
technic that he describes, in approximately 24 
out of 25 cases one can be sure of getting the 
tube passed effectively. 

Dr. Clifford C. Franseen: 
case. 

Dr. Allen: Yes, I assumed it was; but I am 
sure that not enough publicity has been given 
to the technic. That is why I bring it up here. 

The exploratory laparotomy interests me. Why 
did the surgeon choose the left side rather than 
the right? Perhaps the patient was a little more 
distended there, or the surgeon may have thought 


It was used in this 
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that he could feel a lower segment of ileum on 
the left. Possibly in the flat plate there was a 
loop presenting on the left, which gave him a 
lead to enter on that side. The two-finger ex- 
ploration coming in contact with a hard mass, 
which was assumed to be this calcified mass of 
lymph nodes, is interesting and it may be that 
it finally turned out to be something else. Also 
the question of fat necrosis on a little tag of 
omentum interests me a good deal because the 
fluid that came from the abdomen was straw 
colored. In fat necrosis associated with acute 
pancreatitis the fluid is rarely straw colored but 
is blood tinged or the color of prune juice. The 
fact that the biopsy of the omentum showed fat 
necrosis is of considerable interest in the light 
of the type of fluid. Fat necrosis can occur with- 
out pancreatitis, but it occurs usually after 
trauma in the breast of subcutaneous tissues. 


The man improved following ileostomy, which 
shows that a low loop of bowel was encoun- 
tered, and undoubtedly he got a great deal of 
benefit not only from the ileostomy but also from 
the Miller-Abbott tube, which apparently re- 
mained in the stomach. They were able to feel 
his liver edge on the sixth hospital day. It could 
not be felt on admission because of the disten- 
tion. It was three fingerbreadths below the 
costal margin and seemed rough and uneven to 
touch. Then the patient began to have periods 
of distention again but was able to withstand 
a gastrointestinal series, a barium enema and an 
intravenous pyelogram. His chemical balance 
had improved considerably by the sixth day, 
and up to that time he had had no evidence of 
jaundice. The prothrombin time was only 
slightly elevated. Although the record does 
not say so, the probabilities are that he had been 
given synthetic Vitamin K prophylactically. He 
certainly had a good dose of sulfadiazine, which 
raised the blood level to 17.6 mg. per 100 cc. 
Although it seems from the record that this drug 
was not started until the third day after admis- 
sion, it is likely that it was started before that 
time. However, this did not prevent the patient 
from having a certain amount of infection in the 
wound. Nearly all enterostomy wounds become 
infected, and this wound behaved about as one 
would expect it to. 


Interestingly enough the patient developed a 
high temperature on the seventh day; it went 
up to 103°F. each evening, and the pulse rose. 
That could have caused the elevation of the 
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diaphragm, which was not reduced by the re- 
lief of the distention? Then the question comes 
up. What was the thin bloody fluid in the chest? 
Since so little was withdrawn the probability 
is that there was not so much fluid there as they 
had suspected. 

Then there comes a big hiatus in the history. 
We have a good deal of detail up to the seventh 
day, and then a very brief description of the 
last few days of the patient's illness. Terminally, 
he became jaundiced, and the liver-function test 
showed 50 per cent retention; he vomited small 
amounts of blood, and a small amount of blood 
drained from the enterostomy opening. He died 
on the fortieth day after admission, which is 
exactly the right time for a patient to die with 
necrotizing pancreatitis. The patient that almost 
but does not quite survive pancreatitis is very 
apt to live just about six weeks. 

This man’s story is very confusing and it 
brings up a lot of interesting points. One may 
hazard a good many guesses about where the 
underlying pathologic process really was but the 
chance of being right, so far as I am concerned, 
is very remote. The patient could perfectly well 
have had an ileus without having either an in- 
trinsic or extrinsic lesion in the bowel; that is, 
the ileus could have been on the basis of gastri- 
tis and alcoholism. However, he had lost 20 
pounds in weight. This man was developing a 
disease that manifested itself as an acute pic- 
ture when he came in but actually was an 
end result of something that had been going 
on for a period of nearly half a year, possibly 
longer. It is conceivable that he could have 
had a reactivation of his mesenteric adenitis. 
When I saw the first film and read the story, 
it occurred to me that possibly this was going to 
turn out to be a gallstone ileus, but I now be- 
lieve that the film does not have the appearance 
of a gallstone in a loop of small bowel. One 
might consider that this was really just cirrhosis 
of the liver, and pin everything on that as a 
diagnosis, but there is very little evidence of 
that. 

The palpation of the liver, the size of the 
liver, the ileus and so forth, are compatible but 
I think such a diagnosis is rather farfetched. 
The patient could have had, I suppose, some 
chronic situation in the pancreas that might have 
led up to an acute episode of this sort, but it 
seems rather unlikely. It is certainly not the 
usual history for a man to have a warning six 
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months prior to the time he comes down with 
pancreatitis, which usually comes out of a clear 
sky without any long prodromal history. One 
has to think of tuberculosis, as I mentioned ear- 
lier in the discussion, because there is some evi- 
dence of certain types of tuberculosis in his past 
history. I am not sure about the chest; I 
should suppose that Dr. Holmes would say it 
was clear so far as any chest lesion is concerned. 

That brings us down to the possibility of a 
lesion in the small intestine of a carcinomatous 
nature, which might conceivably have been 
overlooked. It is possible that such a lesion in 
the small bowel migth have been between the 
point of ileostomy and the portion of the ileum 
filled from the barium enema. I think that is 
the most likely diagnosis. The reason I think 
so is that it is the one area that could not 
be definitely ruled out by the surgeon and that 
could not be studied by the x-ray man, using 
contrast mediums. The next best possibility 
is some extrinsic neoplasm secondarily involving 
the bowel. In this instance I assume that the 
liver was full of tumor and that is what was the 
matter with the liver, not cirrhosis. 

Dr. Holmes: May I add a few points? In 
these films it does not look as if the liver con- 
forms to the clinic interpretation. It is a little 
large but not abnormal in shape. The hepatic 
flexure is not displaced downward. I wonder if 
you put enough weight on the fluid in the left 
pleural space. There was some fluid there ear- 
lier, and later a considerable amount. 


Dr. Allen: The patient could have had car- 
cinoma involving the diaphragm, or a primary 
lesion of the lung, if you choose. I am not 
worried about the chest picture. In carcinoma- 
tosis of the abdomen one often sees fluid in the 
chest, many times because the diaphragm is 
studded with carcinoma. 

Dr. Franseen: The site of the ileostomy was 
chosen because at the time of the flat film the 
point of obstruction appeared to be in the 
ileocecal region and we wanted to reserve the 
right lower quadrant for the second operation 

Dr. Dwight L. Siscoe: I followed this patient 
very closely outside the hospital. Dr. Allen 
included all diagnoses that we were interested 
in and considered some more too. There wer 
a few points that Dr. Allen questioned. On: 
was the alcohol. The alcohol made a muc!l 
greater impression on our minds than the recor 
here would suggest. The roentgenologist wh: 
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first examined him was greatly impressed by the 
gastritis and the amount of alcohol consumed. 
In fact we received word that he had been using 
a quart a day instead of a pint. So the possibil- 
ity of cirrhosis was very much in our minds. 
During the last few days of his life the patient 
ran a steady downhill course, and a few days 
before death one observer believed that he felt 
a mass in the right lower quadrant. 

Dr. Franseen: The patient was scheduled for 
operation, but that morning had a large hemor- 
rhage and the operation was called off. That 
was twenty-four hours before death. 

CLINICAL DIAGNOSIS 
Carcinoma of stomach? 
Portal cirrhosis? 
DR. ALLEN’S DIAGNOSIS 
Carcinomatosis, involving the lower ileum. 


ANATOMICAL DIAGNOSIS 
Pancreatitis, hemorrhagic, subacute. 
Fat necrosis, extensive. 
Rupture of splenic artery and vein. 
Erosion into duodenum, with massive gastro- 
intestinal hemorrhage. 
Chronic cholecystitis. 


Cholelithiasis, with stone in ampulla of Vater. 

Tuberculous mesenteric adenitis, healed. 

Arteriosclerosis, moderate: aortic, coronary and 
renal. 


PATHOLOGICAL DISCUSSION 

Dr. Tracy B. Mallory: An autopsy innumerable 
foci of fat necrosis covered the peritoneal sur- 
faces from the bottom of the pelvis to the in- 
ferior surface of the diaphragm. The entire 
pancreas had been destroyed, and the retro- 
peritoneal tissues of the upper portion of the 
abdominal cavity were occupied by a huge 
blood-filled cavity with shaggy, necrotic walls. 
Into this cavity dangled the ends of the splenic 
vein and artery, neither of which was throm- 
bosed. A spontaneous rupture had occurred 
into the posterior wall of the third portion of 
the duodenum, so the terminal event was evi- 
dently hemorrhage from the splenic vessels into 
the cavity and hence into the duodenum, filling 
the gastrointestinal tract with blood. It was 
interesting that both pleural cavities contained 
small amounts of clear strawcolored fluid so the 
supposed chest tap must have penetrated into 
the retroperitoneal cavity. The extremely high 
diaphragm made this readily possible. The 
liver was at the upper limit of normal in size, 
weighing 1800 gm., and was not nodular or cirr- 
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hotic. It did show extensive acute central necro- 
sis, which accounts for the terminal liver insuf- 
ficiency. 

This man had the classic setup for acute pan- 
creatitis. There was a severe chronic cholecy- 
stitis with innumerable small stones. The pro- 
dromal symptoms that led Dr. Allen to trace the 
onset of his illness back at least six months may 
well, in retrospect, have been due to his gall- 
bladder: There was likewise a small stone 
in the common duct partially imbedded in the 
mouth of the duct of Wirsung. There was thus 
a real possibility of reflux of bile into the pan- 
creatic duct. It must be admitted, of course, 
that few cases of pancreatitis show a calculus 
in the appropriate location. 

Dr. Allen: The straw-colored fluid, five days 
after the pancreatitis started, is the thing that 
bothered me. Do you believe that that is 
usualP We frequently do a paracentesis to 
make a differential diagnosis between pan- 
creatitis and perforated ulcer, and things of that 
sort, and we rely on the character of the fluid 
to guide us. 

Dr. Mallory: 
fluid unusual too. 

Dr. Allen: The serum amylase determination, 
so far as I could tell from the record, was not 
done till the fifth or sixth day, so that it had to 
be thrown out as a guide. If that had been done 
the first day I think it would have had more 
significance. 

Dr. Joseph C. Aub: Why does a patient with 
pancreatitis die on the fortieth day? 

Dr. Allen: It takes just about that long for 
the pancreas to become completely necrotic and 
erode a big vessel, usually the splenic artery. 

Dr. Siscoe: I am sorry Dr. McKittrick is not 
here to discuss this case, since he held out for 
the diagnosis of pancreatitis almost from the 
start. He believed that the intra-abdominal fat 
necrosis could be explained in no other way. 


I should consider clear yellow 
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TOPICS OF CURRENT MEDICAL INTEREST 


REPORT OF THE DELEGATE 


Clinical Session, American Medical Association 
Cleveland, Ohio, Dec. 5-8, 1950 


Preceding the opening of the Clinical Ses- 
sion, and the meetings of the House of Dele- 
gates, the Third National Medical Public Rela- 
tions Conference was held. Emphasis was placed 
upon several fundamentals which constitute a 
well rounded program of public relations. It 
was emphasized that the Individual physician 
was the base upon which all good public rela- 
tions could build a pyramid extending up thru 
the County, State and National Organizations. 
From this Base, the Individual Physician, thru 
his education and practise of good public rela- 
tions, emanate all other plans and procedures, 
ideas and ideals, so that collectively, thru 
the County Medical Society, a program of good 
public relations can be promoted in various com- 
munities, the work of the State Society on a 
more extensive basis; and the overall program 
aimed at a national audience through the edu- 
cational and public relations program of the 
A.M.A. Good public relations must stress the 
individual physician-patient relationship as the 
keystone to a successful program. Each indi- 
vidual and county medical society should ask 
themselves the following questions: Is 24 hour 
emergency service maintained in your commun- 
ity? Are you willing to care for patients when 
they call at 2:00 A.M.? Is there emergency 
telephone service to the hospitals. Are the 
charges for services in line with an average 
charged by physicians in your community? Is 
there an attempt to maintain an average and 
fair fee schedule? Are charges for services ex- 
plained first, instead of waiting for a patient to 
criticize the fee as unfair or exorbitant? Are 
these problems discussed in county medical 
society activities with new members of your 
Society? Or to acquaint new members with 
local customs? Does your county medical so- 
ciety insist that each member read and become 
acquainted with the “Principles of Medical 
Ethics,” and your Constitution and By-Laws? 
Does your county society have a grievance com- 
mittee that really functions? Do you have a good 
press relations committee to iron out difficul- 
ties in public relations? Do all the people in 


your Community receive good medical care? 
If not, what can be done to facilitate this care? 
Many other questions could be asked. 

If then, good public relations begin at home, 
what does your receptions room look like, and 
what have you done today, if anything, to break 
faith with your professional endeavors, and 
cause one break in the chain of Good Public 
Relations? 

Another important event at the Clinical Ses- 
sion was the reading before the House of Dele- 
gates, and all others assembled, of a paper pre- 
pared by William L. Hutcheson, President. 
United Brotherhood of Carpenters and Joiners 
and Vice-President of the American Federation 
of Labor. This paper represented the first 
definite indication that a large segment of or- 
ganized labor, thru its President, had joined 
hands in its struggle to defeat compulsory health 
insurance in this country. The address was 
broadcast nation-wide over the A.B.C. network. 
Mr. Hutcheson stated in his paper: “I am against 
socialized medicine. So is the organization 
which I have the honor of heading.” (700,000). 
His concluding paragraph—Quote—“I have al- 
ways respected the medical profession for the 
fine contribution American Medicine has made 
to human Welfare. As I watched your battle 
against regimentation during the past two years, 
I have added to that respect. The physicians 
of this country have shown that they are willing 
to fight for their convictions. I salute you to- 
day not only as doctors but as crusading citi- 
zens as well. We in the labor movement have 
our Own cross of regimentation to bear. The 
fight you are making is part of the same war. 
It is a war against concentration of authority 
in a few hands in Washington. As a veteran 
of forty years in the labor movement, I know 
what it is to fight for human rights. I am happy 
to take my stand beside you.” Unquote. 

At this session of the House, through a public 
announcement by the Chairman of the Board 
of Trustees, the A.M.A. appropriated a half mil- 
lion dollars as a nucleus of a fund to be raised 
for the aid of medical schools. That fund, with 
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in a few hours after the Board’s decision had 
been announced, had been swelled by thousands 
of dollars spontaneously pledged by individuals 
and from other sources. It was the A.M.A.’s 
evidence of concrete action in its opposition to 
Federal Subsidies for the medical schools as 
offered in bills introduced in the last Congress. 
[It is hoped that this fund will be augmented 
and will act as a “stimulus to other professions, 
industries, businesses, labor groups and private 
donors to contribute to this very important 
cause of protecting and advancing the interests 
»f medical education and public health.” 

And now for a discussion of some of the 
ther subjects before the House of Delegates. 

1. The Board of Trustees asked the confer- 
ence if it desired to continue the Clinical Ses- 
sions. The Reference Committee called atten- 
tion to Article 2 of the Constitution which says. 
The objects of the Association are to promote 
the science and art of medicine and the better- 
ment of public health.” It recommended con- 
tinuation of the Clinical Sessions, and the 
House adopted its report. The House selected 
St. Louis as the site for the 1953 mid-winter 
session. Next year session will be held in 
Houston, Texas, and Denver in 1952. 

2. A Resolution was introduced into the House 
relating to the problems of Alcoholism. It was 
adopted in substance, but referred to the Com- 
mittee on Chronic Diseases, instead of creating 
a new committee of the House. 

3. The A.M.A. Committee on Blood Banks, in 
its report to the Board and House, emphasized 
that the national emergency blood program “is 
and must continue to be a three pronged activ- 
ity, each part of which must be developed to 
keep the whole program in balance. The three 
part are: a. furnishing of whole blood and plasma 
to the Armed Services. b. maintenance of sup- 
plies of blood and plasma for normal civilian 
requirement; c. the development of dispersed 
reserve supplies of equipment for collecting 
blood and dispersed reserve supplies of blood 
plasma for civilian defense. The Committee 
urged each state medical society to establish a 
state committee on blood banks whose function 
it would be to correlate the elements of the 
emergency blood program in its state and to 
see that blood procured is properly channeled. 
These committees should include representation 
from hospitals, blood banks, and Red Cross. A 
state committee could function so that there 
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would be no duplication of effort, overlapping 
of blood procurement by different organizations, 
and avoid the confusion resulting therefrom. 

4. Facts about the A.M.A. dues. Dues for 
1951. 

Fellowship dues for 1951 are $5.00; and are 
exclusive of $25.00 for membership dues. 

A.M.A. dues are payable through the com- 
ponent county medical society or the constitu- 
ent state or territorial medical association, de- 
pending upon the method adopted locally. 

Fellowship dues are payable directly to the 
headquarters of the A.M.A. on receipt of a 
bill for such dues. 

A dues paying, acting member is eligible for 
Fellowship and may request such status by 
direct application to the Secretary of the A.M.A. 
Applications for Fellowship are subject to ap- 
proval by the Judical Council. 

An active member of the A.M.A. may be 
excused from the payment of membership dues 
when it is deemed advisable by the Board of 
Trustees, provided that he is excused from pay- 
ment of full dues by his component society and 
state association. The following may be excused 
(a) members for whom the payment of dues 
would constitute a financial hardship, as deter- 
mined by their local medical society; (b) mem- 
bers in actual training for not more than five 
years after graduation from medical school, and 
(c) members who have retired from active prac- 
tice. “Honorary” members, who are also active 
members of their societies are not excused from 
payment of dues, even though they do not pay 
dues to their local societies. 

Membership dues in the A.M.A. includes a 
subscription to the Journal of the A.M.A. Ac- 
tive members who are excused from payment 
of dues will not receive the Journal except upon 
payment of the regular subscription rate of 
$15.00 per year. 

An active members is delinquent if his dues 
are not paid of Dec. 31 of the year for which 
dues are prescribed, and shall forfeit his active 
membership in the A.M.A. if he fails to pay 
the delinquent dues within thirty days after a 
notice of his delinquency has been mailed by 
the Secretary of the A.M.A. to his last known 
address. A member so dropped for non-pay- 
ment of dyes cannot be reinstated until such 
indebtedness has been discharged. 

The apportionment of delegates from each 
constituent association shall be one delegate for 
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each one thousand (1,000) or fraction thereof, 
dues paying active members of the A.M.A. as 
recorded in the office of the A.M.A. Secretary 
on Dec. 1 of each year. 


5. Council on National Emergency Medical 
Service: 

The report of the Reference Committee on the 
Council on National Emergency Medical Serv- 
ice should be of interest. This Council has been 
active with other groups in working out de- 
tails necessary for an adequate Civil Defense 
program, and in the procurement of medical 
officers for the Armed Services. American medi- 
cine must exert a forceful, dynamic leadership 
in the civil defense program of the nation at 
national, state and local levels, and following 
recommendations were made and adopted. 

a. that each state seek adequate representa- 
tion on civil defense advisory committees at all 
levels of government. 

b. that the A.M.A. request appointment of an 
advisory committee of civilian physicians in 
the new Civil Defense Administration. 

c. that a copy of the report of the Council on 
National Emergency Medical Service be sent to 
all secretaries of state and territorial associa- 
tions, and State Chairman of Emergency Medi- 
cal Service Committees. 

d. That the Council on National Emergency 
Medical Service and the Committee on Blood 
Banks have some appropriate space in the 
A.M.A. Journal so that information regarding 
actions and recommendations of these commit- 
tees can be brought to the attention of our 
members. 

e. That the State Committees on Emergency 
Medical Service complete their programs with- 
out delay if they have not already done so, and 
stress the importance of their work in the over- 
all civil defense program. 


6. Hospital Standardization: 

The Board of Trustees has given serious at- 
tention to the acute and ticklish problem of 
hospital standardization, which arose last June 
after the American College of Surgeons relin- 
quished this task. At joint meetings with repre- 
sentatives with other interested groups, it was 
suggested that a joint commission be established 
representing the four major groups, namely the 
A.H.A., A. C. of S., the A. C. of P. and the 
A.M.A. A rough draft of a proposed constitution 
and by-laws has now been prepared by a joint 
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committee of these groups, negotiations are in 
progress, and much advancement has been 
made. Every effort will be made to reach 
satisfactory arrangements. 


7. Resolution on Council on Federal Medical 
Services 

This resolution was adopted after study by 
the Board of Trustees and the Council on Medi- 
cal Service. The Council’s Committee on Medi- 
cal Care of Veterans will be changed to the 
Committee on Federal Medical Services. The 
Council on Medical Service will enlarge this 
Committee to meet the requirements of the 
specific functions enumerated in the resolution; 
that is, 

a. Advising the Board of Trustees on all as- 
pects of the several forms of federally supplied 
medical care either now or to be established. 

b. Serving the Board of Trustees and the 
Association in conference with and in represen- 
tations to both non-governmental and govern- 
mental agencies interested in the several forms 
of federally supplied medical care, and 


c. Advising the House of Delegates at each 
of its regular and special sessions of any policy 
or change in policy of the Association relating 
to the several forms of federally supplied medi- 
cal care which may require its consideration 
and action. 


8. The House of Delegates adopted a resolu- 
tion at this session instructing the Board of 
Trustees to seek amendment to the Federal Law 
on Workman’s Compensation to the effect that 
all covered federal employees be granted free 
choice of physician for injuries sustained in line 


of duty. 


9. Upon recommendation of the Council on 
Scientific Assembly, the House adopted a reso- 
lution creating a new Scientific Section of the 
A.M.A. to be known as the Section on Military 
Medicine. 


10. Constitution and By-Laws of the A.M.A. 

The Interim Committee on Constitution and 
By-Laws made a lengthy report to the House 
of Delegates, suggesting many changes which 
were accepted by the house upon recommenda 
tion of the Reference Committee and which wil! 
be acted upon formally at the next meeting in 
June. The House also adopted the suggestion 
that a permanent Committee on Constitution 
and By-Laws be created, which would serve as 
a fact finding and advisory body to study and 
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report on matters pertaining to the Constitu- 
tion and By-Laws. This Interim committee also 
studied a resolution which would provide for 
one general classification of members in the 
A.M.A. The Committee members were unani- 
mously opposed to this amendment which would 
change the present distinction between a Mem- 
ber and a Fellow. The recommendation was 
supported by the House. 


11. State Cash Sickness Disability Benefits 
(Temporary ). 

Pending establishment of an over-all policy 
reflecting the attitude of organized medicine 
toward these programs as adopted in a few 
states and contemplated in many others, the fol- 
lowing four minimum safeguards were adopted, 
to act as guide in this field of study on the part 
of physicians:'(1) In the case of possible legis- 
lative enactment the prevention of abuse and 
extension of the program into allied fields. (2) 
Limitation of benefits to cash indemnity only. 
(3) Limitation of physicians duty to reports on 
diagnosis, prognosis and ability to werk, and (4) 
Provision of medical supervision or review for 
maintenance of suitable standards of reporting. 

This subject has been under careful study by 
the Council on Medical Service during the past 
year, but a complete digest of the material which 
has been assembled by the Council Staff has not 
yet been completed, so that it was thought best 
not to attempt the formation of a complete 
policy respecing the best methods of providing 
such coverage under these State Laws. 


12. Resolution on Medical and Hospital Care 
of Veterans with Non-Service Connected Dis- 
abilities 

Resolutions dealing with this subject were re- 
ceived from Tennessee supported by Michigan, 
Wisconsin and Louisiana, and another one from 
Pennsylvania. The House adopted the recom- 
mended proposals of the Reference Committee 
on Insurance and Medical Service wherein the 
Board of Trustees was authorized to permit the 
Committee on Legislation of the A.M.A. to 
offer its services to the government authorities 
of the Veterans Administration, or to the Con- 
gress, in seeking either administrative or legis- 
lative support for the following three principles: 
(1) The best possible care of all veterans with 
service-connected disabilities in Veterans Admin- 
istration facilities; (2) the best possible care of 
veterans with non-service connected disabilities 
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who need financial support, and (3) veterans 
with non-service connected disabilities who are 
able to do so should provide their own care. 

This Clinical Session of the A.M.A., aside from 
the scientific program for general practitioners, 
and the meeting of the House of Delegates, 
was highlighted by the two day Public Rela- 
tions Program and the afternoon program de- 
veloped by the National Educational Campaign 
Committee together with Whitaker and Baxter, 
wherein the accomplishments of this department 
of the A.M.A. were reviewed. These meetings 
were attended in full by your delegate and by 
the Executive Secretary of our State Associa- 
tion, Mr. Robert Carpenter. The weather in 
Cleveland was usual for this time of year, snow, 
cold, rain, smoke, smog, sleet and fog. It was 
nice seeing the sun again somewhere on the way 
home, where we were re-routed with several 
prolonged stop-overs due to inclement weather 
throughout the midwest. 


Respectfully submitted 


Jesse D. Hamer, M.D., Delegate 
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RX, DX, AND DRS. 


By GUILLERMO OSLER, M.D. 


Bits and bites of the RELATIONSHIP BE- 
TWEEN MEDICINE AND THE LAW are con- 
tained in a symposium reported by the Annals 
of Western Medicine and Surgery (published by 
the Los Angeles County Medical Ass’n.) . . . The 
symposium included several California experts, 
visiting-professors Roscoe Pound, Ford of Harvard, 
Gradwohl of St. Louis, Moritz of Western Reserve, 
etc. . . . It seems worth more than the 25 cents 
which the journal costs. 


A new DEODORANT against hospital odors is 
described by Dr. Philip Brown of Detroit, in “The 
Journal’ of Michigan . . . The material is odor- 
less, is a quaternary ammonium compound, can be 
used in toilets, psychiatric wards, and even (safely) 
in solution for spraying wounds with a fetid odor. 
It is bacteriostatic, with a phenol coefficient of 
200 to 400 against various staph and strep strains. 
. .- It is made by the Associated Laboratories, Inc., 
of Ann Arbor, and could be worth a trial. 


The MORTALITY FROM ACUTE APPENDI- 
CITIS is decreasing, as one inight hope. . . . Hawk, 
Becker, and Lehman of the University of Virginia 
Hospital have compared 1,069 cases from the 1933 


to 1937 era with 1,003 cases from 1943 to 1948. 
The mortality from the earlier period was 3.27%; 
and that of the recent period was 0.8%. . . The 
decrease was ascribed in part to chemotherapy and 
antibiotic agents, especially streptomycin. . . . The 
data suggest that early operation, under modern 
conditions, has no advantage over conservative 
therapy for localized appendiceal peritonitis, but 
that it may have for diffuse peritonitis. 


Appendicitis, incidentally, has one odd cause 
in Detroit. Raferty, et al., have examined speci- 
mens from 2,135 cases, and found HISTOPLAS- 
MOSIS to be the cause in 5 per cent. 


Number Five on our list of methods for con- 
verting SALT SEA-WATER TO FRESH WATER 
has recently been described. It will interest a 
man in a boat, but not the population of arid 
Arizona and California areas. . . . Three-fourths 
of a pound of powdered silver fluorosilicate is add- 
ed to one gallon of water. The solid salts are 
allowed to settle, and are then removed. The mag- 
nesium and the fluorosilicates are brought down 
by the addition of half an ounce of lime. The 
clear water is then potable... . All rights have 
been assigned to the U. S. Government. 


A series of papers on PEPTIC ULCER in the 
Annals of Surgery has demonstrated several points. 
- » » Moore, et al., of Boston believe that a frac- 


tion of ulcer patients (called ‘progressive virulent 
ulcer disease’) do badly with conservative therapy, 
and should have definitive surgery as soon as 
diagnosed. . . . Hinton of New York believes thai 
a chronic penetrating duodenal ulcer should be 
removed in toto, to prevent leakages after surgery. 
. . « Dragstedt and colleagues report the fasting 
nocturnal gastric secretion to be 3 to 4 times 
normal in a patient with duodenal ulcer, and to 
be reduced to one-fifth after complete vagotomy. 
The ‘nervous phase’ accounts for about 80% of the 
gastric secretion, the ‘antrum phrase’ 15%, and 
the ‘intestinal phase’ 5%. ... Glenn of New York 
warns that secondary operations for ulcer suc- 
ceed in only 50% of the cases, the mortality rate 
is high, but the procedure need be rare if the first 
choice surgery was well and wisely done. ... The 
management of massive bleeding from a peptic 
ulcer is still controversial. Patterson of New York 
considers the problem a surgical one and resects 
one out of every three with a 6% mortality. Cole 
of Chicago operates on some of the bleeders, trans- 
fuses them all (as he says everyone does)... 
Paine, and Witebski, say that patients who are 
Rh negative and have never been transfused may 
receive Rh positive blood for 72 hours without 
hazard. ... Bowers and Rossett of Memphis car- 
ried all but one of 150 cases through the emergency 
without surgery, and gastric resection was done 
later on 24 of the patients. The overall mortality 
was 1.3%... . The medical therapy consisted of 
absolute bed-rest and quiet: no tobacco; sedation, 
with barbiturates rather than opiates; psycho- 
therapy: a Meulengracht regimen, but with feed- 
ings every 2 hours night as well as day, with a 
bland protein diet; neutralizing powders in milk 
for night feeding: and alkalis and antispasmodic 
drugs if vomiting is present. 


What a change just a few hundred years can 
make. ‘Drug Topics’ tells of the superior healing 
qualities which SINGLE, MALE PHYSICIANS 
were supposed to possess in the 15th century 
Today an unmarried GP, or especially an OB- 
GYN man, would have about as much chance of 
making a living as a witch-doctor. Maybe less. 


Arizona is extremely lucky to have the basic 
work which was done on FLUORINE in water by 
the Smiths of the University of Arizona. They 
have mapped the status of water supplies all over 
the state, and the dentists and USPHS have since 
carried on with the clinical usage. . . . The contrast 
with other states is sharp. California is checking 
teeth and water where indicated and when forced 
to, far in arrears of the Arizona knowledge, and 
even farther from the fluorinization work of sev- 
eral mid-western states. . . . Viva Smiths! 
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Surgical treatment of bronchial asthma was 
discussed at length by the American Ass’n. for 
Thoracic Surgery in the spring of 1950. The re- 
sults were not as promising as had previously 
been hoped. . . . The following comments were 
notable,—The treatment is ‘empirical’. Denerva- 
tion of the lung, or ‘plexectomy’ should be bila- 
teral. The results are better when denervation is 
combined with resection of infected lung, or 
trigger’ areas. The average percentage of severely 
asthmatic patients relieved is less than 50%, espe- 
cially at a late date. Vagal section is not wise. 
Pioneers in the therapy are not enthusiastic, but 
urge work on the method. Cortisone, a heretical 
medical method, was mentioned as a further rea- 
son for surgical caution by Drs. H. J. Stanford of 
Tucson and Emile Holman of San Francisco. 


Now and then the thought occurs “Why hasn‘t 
science replaced the old fashioned sources of cer- 
tain chemicals? Why do they still extract Vitamin 
A from fish livers?”. . . . It has, and they do not. 

. . Reliable synthetic METHODS FOR PRODUC- 
ING VITAMIN A have recently put the shark- 
fishing industry out of business in many areas. 
The shark livers at Salerno, Florida were once 
worth $500,000 annually, now almost nothing. 


Medical science edges in on the disease which 
do not yet perfectly respond to treatment by end- 
lessly using and combining new drugs and meth- 
ods. . . . Nitrogen mustard has been of value for 
lymphomas, but has damaged the hematopoietic 
system too much to be of value against neoplasms. 
Regional radiation has been of some value be- 
cause of its selectiveness. . . . Klopp and _ his 
colleagues in Washington, D. C. have combined 
the best part of the two methods when they dis- 
covered that NITROGEN MUSTARD SEEMS 
HELPFUL WHEN INJECTED INTRA-ARTERI- 
ALLY, INTO A PART. They report the method 
in Annals of Surgery, and someone will soon find 
a use for it and provide another small step for- 
ward. 

ODDS AND ENDS—A means for ‘fixing’ the 
position of sandbags on a bed has been described. 
The idea makes one jealous. Pillows are con- 
structed with pockets for the sandbags, the leg is 
placed on the pillow between the bags, and the 
whole setup is thereby localized. 


The Unitarian Committee of 5 clinicians and 
5 basic science professors has just returned from 
an inspection of THE GERMAN PRACTICE OF 
MEDICINE. Dr. Dillon of Pasadena reports that 
medical service for most of the people is terrible, 
chiefly due to the war. Socialized medicine is of 
long duration, but in a sad status. The Hitlerian 
Reich had no notable effect on the system, since 
it was set before that time. (Most of the medical 
atrocities during the war were performed by mili- 
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tary rather than civilian physicians). ... The 
educational situation contains many dreary as- 
pects. Each basic science and ciinical department 
has its own building. The former are beautifully 
equipped. The latter are self-sufficient units, with 
re-duplication of facilities and almost no con- 
sultation between services. The hierarchy of sen- 
iority is iron-clad, and the ‘chief’ is absolute boss 
over his underlings and patients. He is also very 
versatile in all branches of his specialty. . . . The 
status of students is most bleak. They study medi- 
cine for prestige; 3 out of 4 DO NOT INTEND 
to practice medicine; NONE will get a chance to 
practice unless he emigrates from Germany, since 
there are tens of thousands now waiting in line 
for licenses. Doctors can find no place to live, and 
they almost never move from the site of education. 


The ‘West Coast Druggist’ has a column called 
“Medical Progress’ which is an odd combination 
of a pharmacy journal and the theatrical paper 
"Variety’. . . . The terse style includes such ab- 
breviations as ‘&’, ‘National Malaria Soc’, ‘phcy’, 
‘Terramycin Cures’, ‘chlor-Trimeton Cited’, etc. 
... An advertisement next to the column is even 
more intriguing. It says,—“Stick ‘em up, Pard- 
ner (by the cash register that is); there’s gold in 
them thar pills.” The pills are “Sleep-eze’, the 
‘non-habit forming sedative’. We may be intrigued 
into finding what they contain, and add it to this 
paragraph. . .. (The contents turn out to be 
hycosin, phenacetin, and sodium bromide). 


Quote, from the Ohio State Medical Journal, 
“They are now saying that it is unwise to attempt 
treatment in cases of azoospermia and oligosper- 
mia without first performing a testicular biopsy, 
WHICH AFTER ALL IS A MINOR OPERATION.” 
. . . The underlining is ours. There is probably 
none except our distaff colleagues who does not 
cringe at the thought of such a biopsy. It is the 
sort of loose talk which produces castration com- 
plexes, or maybe a phobia of urologists! 





“Remember . . . 
no stair climbing” 


Undoubtedly this has been your advice to many 
patients who suffer conditions which make exercise 
dangerous. Now these people can be freed of the 
imprisonment of one floor with one of our complete 
line of home elevators and stair climbers. 


We Invite Your Inquiry 


XE LEVATOR CO. 


Title & Trust Bldg Phone 4-2259 














@ With house and hospital calls taking up 
more and more of the practicing physician’s 
time, efficiency during office hours has become 
an important aspect of medical economics. 
@ To help the physician make each office hour 
more productive, Webster-Chicago presents a 


ta a 
4 L I Hf Sl CL {hj Ys new, low-cost dictation machine designed for 
0, ¥ 4 p Y oe8¢ the medical profession. 
@ Easily portable from office to examining 
rooms, you can record case histories, special 
instructions to your nurse—and even take 
your compact Webster-Chicago Dictation 
more efficient office operation Machine into your darkroom to record your 
verbal notations on X-rays. 
@ Tell everything to your Webster-Chicago 
Dictation Machine and your nurse can tran- 
scribe when you are making house and hos- 


pital calls. 











It’s as easy to operate as your 

phone... and only $137.50 com- 

plete. For further information 
phone or write today. 


AUDIO SPECIALIST 


240 S. Ist Ave. Phoenix Phone 2-4487 


WEBSTER: CHICAGO J: 
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PERSONAL NOTES 


At the December 18th meeting of the Staff 
of St. Monica’s Hospital Phoenix, the following 
officers for 1951 were elected. Dr. Robert S. 
Flinn, Chief of Staff; Dr. Paul Jarrett, Vice Chief 
of Staff; Dr. A. I. Ramenofsky, Secretary. 

Dr. Joe Boyes, Los Angeles, California, spoke 
to the staff of St. Monica’s Hospital, Phoenix on 
the subject of “Treatment of Hand Injuries.” 

Dr. D. A. Polson, Phoenix, addressed the staff 
of the St. Monica’s Hospital, Phoenix, on a “Case 
Report-Arteriovenous Aneurysm About the Knee 
joint.” This was at the December 18th monthly 
staff meeting. 

Dr. James M. Greer, Phoenix, leaves for Wash- 
ington, D. C., January 11, 1951 to attend the 
session On procurement of medical officers for 
the armed services. He represents Arizona at 
the meeting. Bob Carpenter, Executive Secre- 
tary of the Arizona Medical Association will ac- 
company Dr. Greer. 

Dr. Clarence G. Salsbury, Phoenix, Chief of 
Preventive Medical Services of the State Depart- 
ment of Health, reported in the December issue 
of Arizona Public Health News, on the rather 
deplorable sanitary conditions in the migratory 
labor camps in Arizona. 
areas can help by promptly reporting com- 
municable diseases in time to ward off serious 
epidemics. o 





A direct writting electrocardiogram ‘“Cardio- 
tron” has been loaned to the Arizona Heart Asso- 
ciation clinic at the Good Samaritan Hospital by 
the angen gine Equipment Co., Phoenix. 

This unit will be used as part of their cardiac 
survey. 

The Waitt Randolph Company also has available 
a motion picture of the research done by the 
E. R. Squibb Co. “Pronestyl Hydrochloride” and 
can be made available without charge at any clinic 
meetings. 


YOUR GRIEVANCE COMMITTEE 

In December, 1949, the House of Delegates 
of the American Medical Association, by reso- 
lution, voted commending those constituent State 
Associations that had already established com- 
mittees to hear any complaints of the public and 
urged that all constituent Associations adopt 
comparable programs. Subsequently, through 
actions of your Council and House of Delegates 
in Annual Session this year, following exhaus- 
tive and deliberate study of the procedure 
with all its ramifications, it was determined to 
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undertake such a program and authorize the 
creation of a Grievance Committee. 


The purpose of this Committee is to improve 
physician-patient relations and endeavor to mod- 
erate misunderstandings between the public and 
the profession. While the public relations value 
is purely a secondary consideration, the primary 
objective is to see that the public interest is fairly 
and honestly served and to correct misunder- 
standings and abuses which the patients think 
have occurred. Experience has proven where 
such course is pursued that it not alone builds 
for good public relations but in reality performs 
a service to the profession itself. 


As in any trial procedure, certain “charges” 
were prescribed by the House of Delegates for 
Committee operation, and they are recited be- 
low for membership edification: 


The Grievance Committee of this Association 

shall: 

1. Act in fact as its “grand jury” for investigat- 
ing complaints from both the lay public and 
within the profession concerning profes- 
sional conduct and ethical deportment and 
likewise initiate investigations where, in the 
judgment of the Committee, it is deter- 
mined advisable. 

2. Initiate and prosecute, just as would a 
grand jury in civil proceedures, charges 
against any physician deemed by it guilty 
of unprofessional conduct. 

3. Have no final jurisdiction in a judicial way. 
Just as would a grand jury, it shall receive 
and pass its own judgment upon evidence, 
but it shall not assume authority to disci- 
pline any physician. It shall lend itself 
to arbitration and may, at any time, express 
its advice and recommendation to Council 
or a member Society on any matter per- 
taining to professional conduct. 

. In pursuance of its function as a grand 
jury within the structure of the Association, 
the Committee shall have the power and 
authority to summon members of the Asso- 
ciation to appear before it, either in con- 
nection with complaints involving the mem- 
bers summoned or as witnesses in cases 
involving other members. In the event any 
member should fail to respond to such sum- 
mons, the Committee may determine to cite 
the member before the Council for con- 
tempt proceedings. 

5. Be appointed by Council to include a total 
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of five selected from the panel of Past 
Presidents, none of which shall be active 
members of Council. 

On January 7, 1951, your Grievance Commit- 
tee met in Phoenix, Arizona, for the purpose of 
organization. George O. Bassett, M.D., of Pres- 
cott, was duly elected Chairman of the Commit- 
tee, whose membership in addition to Dr. Bas- 
sett is presently composed of Dan L. Mahoney, 
M.D., Tucson; Hal W. Rice, M.D., Bisbee; and 
O. E. Utzinger, M.D., Ray. It is anticipated a 
fifth member will be appointed by Council 
shortly to complete the membership. Neces- 
sarily certain policy essential to the successful 
operation of this body was outlined, and the 
following rules and regulations of procedure 
adopted: 

1. The main purpose of this Committee is to 
take preventive measures and a preventive atti- 
tude. 


2. All complaints to be considered by this 
Committee received from either the lay 
public or within the profession must be 
reduced to writing and properly signed. 


3. On all matters of unsatisfactory services and 
fees, a letter will be written to the physi- 
cian with a copy of the complaint attached 
requesting his or her comment and report 
to the Committee, with the suggestion that 
the physician at that time endeavor to con- 
fer with the complainant on the charge in 
an endeavor to arrive at an amicable solu- 
tion. 


4. The complainant shall have acknowledg- 
ment of his letter and advised that the 
physician has been communicated with, a 
copy of the complaint filed with him and 
likewise suggesting that the patient take 
steps to confer with the physician in an 
endeavor to arrive at an amicable solution. 


5. The physician charged with a complaint 
will be requested to submit his report with- 
in 10 days from receipt of notification of the 
filing of the charge and a follow-up letter 
forwarded upon failure so to do. 


6. On filing of the physician’s report the Com- 
mittee shall decide whether the grievance 
is justified and what action shall be taken. 


7. If the complaint cannot be satisfactorily 
adjudicated between the two individuals 
and the complaint in the opinion of the 
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Committee seems justified and it seems ad- 
visable, the Committee will continue fur- 
ther investigation and will request that the 
two interested parties appear before the 
Committee to be heard individually at a 
specified time and place. : 

8. In all instances where the Grievance Com- 

mittee cannot successfully adjudicate the 
differences between the complainant and 
the physician, wherein the physician re- 
fuses to abide by the recommendation of 
the Committee, a copy of the file shall be 
forwarded to the respective county medical 
society for any action it shall deem neces- 
sary. 

In was the unanimous viewpoint of the Com- 
mittee that it should be called together in meet- 
ing at sufficiently frequent intervals in order 
that no case will go without decision for an un- 
reasonable length of time. 

It was further determined in the instance of 
Maricopa County and Pima County Medical 
Societies wherein a similar Grievance Committee 
has been organized and is operating, that they 
be notified of the receipt of any and all com- 
plaints filed with this Committee involving a 
member of its society, furnishing said Commit- 
tee with a copy of the complaint so received 
and requesting that said Committee immediately 
advise the state Grievance Committee whether 
or not it may elect to consider the charge or 
whether it is the desire that the state Committee 
shall handle the case. In the instance where a 
society Grievance Committee elects to handle 
the complaint it shall be requested that a copy 
of its findings and decision be filed with the state 
Grievance Committee. 

The Arizona Medical Association is proud to 
be listed among those 34 of the American Medi- 
cal Association’s 48 constituent State Medical 
Associations who have thus demonstrated their 
continued interest for the welfare of their phy- 
sicians’ patients, and calls for the full support 
and cooperation of all those concerned. As 
commented upon recently editorially: “Thrash- 
ing out differences usually promotes better un- 
derstanding. The members of the Arizona Medi- 
cal Association have recognized that these truths 
apply to their business—and their customers- 
just as they do in other fields . . . seeking a 
sympathetic understanding with their ‘custo 
mers, the profession is effectively combatting 
trial of England’s health plan here.” 
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BOOK REVIEWS 


Methods in Medicine, The Manual of the 
Medical Service of George Dock, M.D., Sc.D. 
formerly Professor of Medicine, Washington 
University School of Medicine; Formerly Physi- 
cian-in-Chief, Robert A. Barnes Hospital, St. 
Louis by George R. Herrmann, M.D., Ph.D., 
Professor of Medicine, University of Texas Medi- 
cal Branch at Galveston; Director of the Cardio- 
vascular Service and Heart Station, University 
of Texas Hospitals. Consultant in Medicine to 
the Surgeon General, U. S. Army; Consultant in 
Vascular Diseases to the Marine Hospital, 
U.S.P.H.S. Second Edition, Completely revised. 
A volume of 488 pages, published by The C. V. 
Mosby Company, St. Louis, 1950, Price $7.50. 

This reviewer is amazed at the amount of 
practical information contained in one com- 
paratively small volume. Furthermore this in- 
formation is orderly arranged so that informa- 
tion needed on any one subject is either found 
altogether in the same place or made easily avail- 
able elsewhere by easy cross reference methods. 
The information for the most part is specific, 
brief, unencumbered by necessary detail and is 
surprisingly up to date. It is a pleasant sur- 
prise to note how many of the very recently dis- 
covered drugs are mentioned and directions for 
their use given in conditions in which they are 
indicated. 

The book is divided into five parts entitled 
(1) Methods of Routine Case Study, (2) Clin- 
ical Laboratory Procedures and Tests, (3) Meth- 
ods of Clinical Investigation, (4) Therapeutic 
Methods, (5) Dietetic Methods. In the first 
part there is a chapter on history taking and 


physical examination giving a detailed outline 
with sufficient explanatory notes for taking the 
general history, review of systems, routine phy- 
sical examination and a brief guide for other 
studies in doing a complete study on a patient. 
In other sections of the book most of the usual 
and many of the unusual laboratory examinations 
are given with the technics for many of them 
being given in the book and references as to 
where technics can be found given for some of 
the more unusual procedures. There is an out- 
line for the management of the various emer- 
gencies, outlines for studies of various types of 
disease conditions and directions for various 
therapeutic procedures even including direc- 
tions for Scotch douche. In the section on 
dietetic methods, many useful and specific diets 
are given, as for example the many types of 
ulcer diets which have appeared in medical 
literature and been found useful. These are 
brought together and made available in one 
place. 

I think any medical student would prize this 
book very highly and use it very much. The 
practicing physician, I feel, would find it very 


useful as a desk reference. 
R.L.F. 





The following footnotes were ommitted in the 
January, 1951 issue on Dr. Winona G. Campbell, 
“Read before the Arizona Medical Association 
Annual Meeting, Tucson, Ariz., May, 1949,” and 
Drs. Chas. A. Janda and Arie C. Van Ravens- 
waay, “Read before the Arizona Medical Con- 
vention, Annual Meeting, Phoenix, Arizona, 
May, 1950.” . 
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Pathologist 


Chandler Professional Building 
100 W. Boston Street 
Phone 3371 - Suite 8 

Chandler, Arizona 

















72 ARIZONA 


CANCER SYMPOSIUM 

On March 1 and 2, 1951, the “Fourth Utah 
Cancer .Symposium” will be presented by the 
University of Utah Medical School, in conjunc- 
tion with the Utah Chapter of the American 
Cancer Society, the Utah State Department of 
Health, and the Utah State Medical Association. 
The scientific sessions will be held in the Amphi- 
theater of the new Nurses Home of the Holy 
Cross Hospital, Salt Lake City, Utah. 

The aim of the program is to present informa- 
tion of value to the practicing physicians. This 
information will be presented in the form of 
clinics, seminars, talks, conferences, teaching 
movies, and round table discussions. Dr. Louis 
A. Buie, from Rochester, Minnesota, will discuss 
diagnosis and therapy of rectal lesions. Dr. 
Charles Huggins, from Chicago, will present the 
problem of prostatic cancer as it presents itself 
to the general practitioner; he also will conduct 
a seminar on cancer tests. Dr. Ralph Bowers, 
from Memphis, will discuss gastric cancer, and 
an “unknown case” at a clinical pathological con- 
ference, together with Dr. Lauren V. Ackerman, 
author of the well known textbook on Cancer. 
Dr. L. Henry Garland, from San Francisco, will 
present the radiologist’s aspect of gastric cancer, 
and conduct a seminar on unusual x-ray films. 
Dr. Allen Barnes, from Columbus, Ohio, will 
discuss the position of the general practitioner in 
the fight against early cervical cancer, and con- 
duct a conference on recent advances in late 
cancer therapy. Of special interest wil! be two 
round table discussions, one on early cancer 
diagnosis, and another on late cancer therapy. 
The moderators in these discussions will be Dean 
John Z. Bowers, and Dr. Maxwell M. Wintrobe; 
the discussers will be the guest speakers. 

Special preparations are being made to enter- 
tain the physicians’ wives, who are cordially 
invited to attend. It is planned to have a fashion 
show, a cocktail party, banquet and other enter- 
tainment. The meeting is expected to be a 
memorable event both for the physicians and for 
their wives. 


WESTERN CONFERENCE 
ANNOUNCES THEME 
“Circulation” will be the theme for the Second 
Biennial Western Regional’Conference on Anes- 
thesia to be held at the’ Hotel Del Coronado, 
San Diego, on April 2-4; 1951. Many leading 
anesthesiologists and specialists in related fields 
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have already been scheduled for program par- 
ticipation. The program will be presented im- 
mediately preceeding and at the same place as 
the oral examination of the American Board of 
Anesthesiology. Extensive entertainment events. 
including attendance at the Jai Alai games in 
Tijuana, a cruise in the Bay, tours and other 
entertainment for the ladies, and a Dinner at 
which Admiral Stanley, former Ambassador to 
Russia, will speak, have been planned. It is 
not too early to make your reservations. 

Don’t miss it! Besides such well known names 
in anesthesiology as Doctors Macintosh, Dripps. 
Cullen, Leigh, Dillon, McQuiston, Pender, Scott 
Smith and Fisher the program is also studded 
with outstanding scientists in related fields in- 
cluding Victor Hall, M.D., Professor of Medicine 
University of Southern California Medical Schoo] 
Charles P. Baker, M. D., Director of Pathology 
Samuel Merritt Hospital, Oakland, Calif., John 
C. Jones, Los Angeles, Maurice H. Seevers, M.D. 
Professor of Pharmacology, University of Mich- 
igan, Marcus A. Krupp, M. D., Assistant Clinica! 
Professor of Medicine, Stanford University Medi- 
cal School, William Paul Thompson, M.D., Clin- 
ical Professor of Medicine, College of Medical 
Evangelists and William P. Longmire, Jr., M.D.., 
Professor of Surgery, University of California 
Medical School at Los Angeles. These outstand- 
ing participants on the Scientific Program to- 
gether with the galaxy of social events planned 
for those who attend, makes this meeting a 
number one must on your schedule. 





WOMAN’S AUXILIARY 
YAVAPAI NEWS 


Mrs. James H. Allen, an outstanding member 
of the Yavapai Auxiliary for many years as well 
as being a former state Auxiliary president has 
been guiding the Yavapai group’s activities as 
the 1950-51 president. Being one of the auxi- 
liary’s organizers, Mrs. Allen has served as presi- 
dent several times and has worked in countless 
other capacities over the years. 

The group’s most recent project was a benefit 
dessert bridge and canasta party. The proceeds 
were used to finance the Yavapai contribution 
to the Student Nurses’ Loan Fund. Other im 
mediate plans include aid in the form of cloth 
ing, food, arid toys to needy families at Christ 
mas. 

Mrs. M. W. Phillips ( Prescott 
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MARICOPA COUNTY 


Mrs. Archie E. Cruthirds, first vice president, 
presided at the December meeting of the Mari- 
copa County Medical Auxiliary, in the absence 
of the president, Mrs. Karl S. Harris. The meet- 
ing was held in the Good Samaritan Nurses’ 
Lounge. 

In preparation for the Christmas party which 
the Auxiliary is planning for the children at the 
County Hospital, each member brought a gift 
for a child, and books for a permanent library. 
Mrs. J. H. Patterson is going to make a candy 
vane for each child. 

At the conclusion of the business meeting, the 
aurses presented a Christmas program, intro- 
duced by Mrs. Goldenburg, Director of Nurses 
it Good Samaritan Hospital. Under the direc- 
ion of Mr. Hollis Dindot, music teacher in the 
city schools, the nurses sang a group of Christ- 
nas carols. Miss Mary Jane Felgar read the 


lovely Christmas story, “Why the Chimes Rang,” 
and Miss Louise Huber sang a solo. Miss Paula 
Duffy, costumed as “Mrs. Santa Claus” presented 
a dance, after which she distributed candy canes 
from her pack. 


After the entertainment, Mrs. J. W. Findley Jr., 
Hospitality Chairman, introduced five new mem- 
bers with a brief biographical sketch of each. 
Mrs. F. B. Laneback, and Mrs. J. Edwin Keppel 
of Mesa; Mrs. C. Thomas Read, Mrs. J. Martinek, 
and Mrs. James Coffey of Phoenix. 

The social hour followed and refreshments 
were served by a committee headed by Mrs. 
Frederick D. Baier. 

Respectfully submitted, 
Mrs. John Eisenbeiss Phoenix 


0. 


MEDICAL GROUP HOLDS OPEN 
HOUSE, SUPPER 


Reprinted from Tucson Star 

Pima County Medical Society and auxiliary 
held an open house and buffet supper at the 
Wild Horse ranch from 5 to 8 p.m. 

Hosts and hostesses were Drs. and Mmes. 
Kirby W. West, Ian M. Chesser, M. A. Carreras, 
Hollis H. Brainard, Maxwell Palmer, Donald B. 
Lewis, Darwin Neubauer, S. I. Shapiro, Willard 
L.. Strode, Kenneth Baker. 

Drs. and Mmes. Ralph H. Fuller, Hugh 
Thompson, John Stacey, Arie C. Van Ravens- 
waay, Harold E. Kosanke, Alex Shoun, Leo 
Kent. 
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Reservations were made by 328 local doctors 
and their wives. 





MRS. ROY HEWITT 


President of Pima County Medical Auxiliary 

Mrs. Roy Hewitt is President of the Pima 
County Medical Auxiliary. She was born in 
Seattle, Washington, but lived in Kansas and 
Missouri before moving to Arizona in 1924. 
Mrs. Hewitt attended Kansas State College at 
Manhattan, Kansas and graduated from the 
University of Arizona. A year's post graduate 
work in dietitics was received at the Michael 
Reese Hospital in Chicago. Before her marriage 
to Dr. Hewitt in 1934 she worked as a dietitian 
at St. Mary’s Hospital, Tucson, and the Veterans 
Hospital, Bronx, New York. 

She served as 2nd vice-president of the Pima 
County Auxiliary in 1946 and 1947 was State 
Bulletin Chairman of the Arizona State Medical 
Auxiliary. 

Mrs. Hewitt was chairman this fall of the 
annual Silver Tea given by St. Lukes on the 
Desert, Board of Visitors. 

She’s Past Placement Chairman and past chair- 
man of Children’s Theatre and past chairman of 
Rolling Library at Pima County Hospital for 
the Junior League of Tucson. 
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Left to right: Mrs. L. L. Stolfa, Mrs. Wm. H. 
Cleveland, Mrs. Clark L. McVay and Mrs. Paul 
S. Causey, all of Phoenix, Arizona. 


VISITING NURSE SERVICE 


At the first annual meeting of the Woman’s 
Auxiliary to the Maricopa County Medical As- 
sociations, it was decided to do volunteer work 
for the Visiting Nurse Service. 

The Visiting Nurse Service of Phoenix was 
established in January, 1946. The purpose of 
the service is to provide part-time bedside nurs- 
ing care in the home of anyone living in Metro- 
politan Phoenix, who is under the care of a 
recognized local physician. 

In May, 1949, the Visiting Nurse Service Auxi- 
liary was organized. This is a “booster” group, 
giving time, money, and energy to the work 
of the agency. Members of the Auxiliary lend 
helping hands to routine tasks, guaranteeing the 
nurses a maximum of time for actual bedtime 
care. The members prepare supplies, sew, wrap 
dressings, cut cotton, and contribute typing 
and filing hours to the clerical division. In addi- 
tion, they collect magazines and books for the 
service’s lending library and provide a motor 
corps for driving student nurses to their pa- 
tient’s homes. This year the V.N.S. Auxiliary 
is preparing bedside trays and potted plants to 
be distributed to the patients at Christmas. 

Members of the Medical Auxiliary have volun- 
teered to assist with these tasks. Two women 
are giving a half day each week. Mrs. Donald 
Carlson, who is Health Chairman of the Medi- 
cal Auxiliary, is in charge of this project. 

Respectfully submitted, 

Mrs. John Eisenbeiss—chairman 
Mrs. L. L. Stolfa—co-chairman 
Phoenix 
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Mrs. John W. Findley, Jr., Phoenix 


HOSPITALITY 

This year the Maricopa County Medical So 
ciety is promoting a “Get Acquainted” program 
between the wives of doctors recently taken into 
the County Medical Society and the wives of 
established doctors. At each meeting several 
newcomers are introduced. The audience is told 
where the doctor was born and educated and his 
field of medicine. We also learn the wife’s 
native state, her places of education and the 
size of her family. These facts establish a bond 
among Auxiliary members and offer good con- 
versation material. Thus far seven newcomers 
have been introduced. They are Mesdames 
Fred Ewart, John Ford, Robert Ripley, John 
McKenna, James Barger, Fred Coleman, and 
John Kennedy. 

Mrs. John W. Findley Jr. originated this plan 
which is working very successfully. Both Dr. 
and Mrs. Findley were born and raised in In- 
diana. They were graduated from Purdue Uni- 
versity in 1940. Mrs. Findley then worked on 
the campus at Purdue and later for the C.A.A. 
as an Airport Traffic Control Tower Operator. 
She and Dr. Findley were married in 1948. 

Doctor Findley received his M.D. at the Uni- 
versity of Chicago, interned at Yale, served with 
the Navy, and spent three years in residency in 
the Department of Medicine in the Universit) 
of Chicago's Billings Hospital. The Findleys 
came to Phoenix in September, 1949. They have 
two handsome boys, Tom, 5, and Bill, 3. 
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Mrs. Findley is active in the Phoenix Sym- 
phony Guild, Fine Arts Association, and the 
Medical Auxiliary. Her work for the Auxiliary 





has been enthusiastically received; it may be 
hoped that the program will continue for many 


years in order that the Maricopa County Auxil- 


iary may become a more closely knit, useful or- 
ganization. 


Mrs. John W. Findley Jr. 


Phoenix 





Left to right: Mrs. Roy Hewitt, President, 
Mrs. Leo J. Kent, Vice-President, Mrs. Hugh ATTENTION 
Chompson Legislature Chairman, and Mrs. Rich- DOCTORS and DENTISTS 
ard Hausmann, Program Chairman, all of Tucson. Location Available, Will Build to Suit 
The above women were attending the first gen- Offices or Clinic 
eral meeting and plans were discussed for the 1635 West Adams 
Nurses Loan Fund project for the Community Phone 2-7202 Phoenix 
Chest. 














: porizona Desert Lodge 


MAUD R. SILVERS, R.N. 
Ts (in charge) 

- Telephone 5-0232 

un 
id Located in a fine, quiet residential district 5 miles away from the 
noise and activity of the city, but close enough to a neighborhood shopping 
center to make it convenient. 


= Surroundings are lovely, with a beautiful view of the mountains in the 


yr. background. 
n- Best of nursing care for patients with non-contagious diseases. Our 
1i- many years of experience with arthritis and asthma suffers enable us to 
- help them in particular. Also rheumatic fever cases. 
A Patients away from home will appreciate the friendly atmosphere and 

interest in each individual. We endeavor to make each one feel this is 
on ‘home’ while staying here. 

Rates are reasonable at $150.00 per month which includes private room, 

1i- meals, nursing care and tray service. Food is excellent and appetizingly 


th prepared and served. Sun-bathing facilities are available. 
; Rooms are equipped with Hospital Beds, and only trained nurses are 
in charge giving complete hospital service. 


ys 1550 E. BLACKLIDGE DR. 
ve TUCSON ARIZONA 
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DOCTORS’ DIRECTORY 
| eerste tacit St a AN 


DOCTORS DIRECTORY ESTABLISHED DOCTOR’S CENTRAL DIRECTORY 
1920 
3-4189 Minnie C. Benson R.N., Manager 
ae gpa calls i so gn sietion bw will 24 Hour Service 
ocate your doctor before or after office hours. ‘ 
BERTHA CASE, R. N., Director Phone 5-1551 — E. Hedrick Dr. 
ADA JOY CASE Tucson, Arizona 
1493 East Roosevelt Established In 1932 
Phoenix, Arizona 
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COST TESTI 














THIS SPACE FOR SALE 


FOR INFORMATION AND RATES 
write to 


ARIZONA MEDICINE 


401 Heard Bldg. , ; 
Phone 2-4884 347 E. Mariposa Phoenix, Arizona 


PHOENIX, ARIZONA 


NURSES’ DIRECTORY HEARING AID DIRECTORY 


NURSES CENTRAL REGISTRY OTARION OF ARIZONA 
@ Smaller Than Your Fondest Expectations 


DORA C. BURCH, R.N. @ New “Tone-O-Matic Control 
Arizona’s Oldest Registry © Total Weight Less Than 3% Oz. 
(Established Since 1924) © Crystal Clear Tone 


340 E. Willetta St. Phone 3-8606 
: ; 701 N. Ist Street 
Phoenix, Arizona Phone 8- 


PHYSICIANS’ BUREAU 


PHONE 6-1291 














MEDICAL ACCOUNTING 








BUREAU OF ACCOUNTING MEDICAL ACCOUNTING BUREAU 
Accounting - Bookkeeping Bookkeeping - Banking - Income Tax 
: p A Complete Service 
Notary Public - State and Federal Taxation “aehen A § Medical Dente] B Ine.” 
3040 N. 27th Street Phone 5-2378 — io © re en Sam 
: " 2141 E. 8th Phone 3-3937 
Phoenix, Arizona T ? 
ucson, Arizona 





AMBULANCE SERVICE DIRECTORY 





GIBBS MORTUARY WILLIAMS FUNERAL SERVICE 


24 Hour Ambulance Service 
Two Ambulances 
Phone 54 Phone 181 


24 Hour Ambulance Service 


First Street Williams, Arizona 
Williams, Arizona 
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AMBULANCE DIRECTORY SERVICE—(Cont’d.) 





Phoenix Respirator and 
Ambulance Service 
TONY SILVIO, Prop. 
Phone 3-7553 — 2-7436 


1125 E. Culver Street 
Phoenix, Arizona 


BRING’S FUNERAL HOME 


24 Hour Ambulance Service 
PHONE 3-4718 


236 S. Scott Street 
TUCSON, ARIZONA 








Leonard-Lundberg Mortuary 


24 Hour Ambulance Service 
Experienced First Aid Attendants 


Phone 9297 Glendale, Arizona 


THIS SPACE FOR SALE 


FOR INFORMATION AND RATES 
write to 


ARIZONA MEDICINE 
401 Heard Bldg. 
Phone 2-4884 


PHOENIX, ARIZONA 





SANATORIUM 


DIRECTORY 





McGEES’ REST HOME 


% Reasonable Rates 

*% Excellent Food 

% Home Like Atmosphere 

*% Tray Service 
2650-1 N. Oracle 


Tucson, Arizona 


Phone 3-0922 


HENDERSON’S REST INN 


Home-like Atmosphere 

Our Food Is Abundant and Well Prepared 
Tray and Dining-room Service 

Nurses on Duty 24 Hours Daily 
Reasonable Rates 


Glendale 471 Route 2 (N. Central Ave.) 
Glendale, Arizona 








THE PINE SANATORIUM, INC. 
FOR CHILDREN 


Registered with the State Child Welfare Board 
Specializing in Asthmatic and Bronchial Cases but no 
contagion. High dry, dustless climate 
Special Tutoring for Boys and Girls 5 to 16 
JESSIE A. BOTSFORD 


204 Josephine St. — Prescott, Arizona Ph. 045R2 


ARIZONA DESERT LODGE 
Maud R. Silvers, R.N. 

% Lovely Surroundings 

*% Private Rooms 

% Trained Nurses. 

* dgpetianey prepared meals 

% Hospital Service 

* For Arthritis, Asthma, & Rheumatic- 

Fever sufferers 

1550 E. Blacklidge Dr. 


Phone 5-0232 Tucson, Arizona 














EVELYN DODD REST HOME 


e CONVALESCENT 
@ QUIET—HOME-LIKE 
@ NURSING CARE 
e EXCELLENT FOOD 


1608 East Dale Drive 
Phoenix, Arizona 


Phone 5-4185 








LA FLORESTA 


Guest Resorts for Convalescents 
Located on South Slope of Picturesque 
Camelback Mountain Above the 
Humidity, Dust and Smoke 
Ideal For Respitory Arthritics 
Professional Nursing Care - Special Diets 


Phone 6-6048 — 4614 Alta Hacienda Drive 
PHOENIX, ARIZONA 
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Phone 9-3648 









LOMA LINDA REST HOME 


@ QUIET COUNTRY ATMOSPHERE 

® RESTFUL AND HOME-LIKE 

@® SPECIALIZING IN ARTHRITIC CASES 
Broadway and Lateral 16, Rt. 5, Box 654 
Phoenix, Arizona 


MATHEWS REST HAVEN 


“A Home Away From Home’ 


Tray Service — Best of Food 
Personal Laundry — Nursing Care 
Catering to Non-Communicable Disease 
2647 N. Columbus Blvd. Phone 5-3051 
Tucson, Arizona 

























4248 N. 32nd Street 










Phoenix, Arizona 


ORANGE ROAD SANATORIUM 


Specializing in All Cases 
Except Contagious 


Phone 5-0257 


OLD PUEBLO CASITA 


‘Guest House of Rest’ 


Specializing in Care of 
Arthritics, Asthmatics, Bronchial and other Ailments. 


Registered Nurse—Nourishing Meals 
Tray Service—Congenial Atmosphere 


Private Rooms—Reasonable Rates 
H. C. Forrester, R.N. in Charge 


2001 N. Park Ave. Tucson, Arizona Phone 3-1122 























409 E. Townley Avenue 









Phoenix, Arizona 


DESERT REST HOME 


(Convalescent) 


Ray and Ruth Eckel 
Proprietors 


Phone 6-2049 


PALM LODGE 


For Convalescence and Recuperation of Non-Con- 
tagious Conditions - Occupational Therapy 


Single Rooms—Excellent Food—Quiet 
Convenient to City Facilities 


Walter L. Grow, M.D. 
2607 N. Warren Tucson, Arizona Phone 5-2619 






























MARY E. GOLDENETZ 


Aged and Convalescent 


Phone 5-4424 


1106 E. Whitton Avenue 
Phoenix, Arizona 


HILLCREST SANATORIUM 


Cheerful Private Rooms 
Excellent Food 
Homelike Atmosphere 
Reasonable Rates 


North 3rd and Adams 
Tucson, Arizona 


Phone 4-1562 





















ROOM AND BOARD 
207 E. 3rd Street 













Tucson, Arizona 


SOUTHERN INN REST HOME 


Excellent Care in 
ARTHRITIS AND ASTHMA 


TRAY SERVICE 


Phone 2-9461 








Barfield Convalescent Hospital 
and Sanatorium 
Approved by A.M.A.—A.H.A. 


Arizona Hospital Association 
Association of Western Hospitals 


2100 E. Speedway Phone 5-1521 
Tucson, Arizona 
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SCHMID’S HAVEN OF REST 
GENERAL CARE 
(Non-Contagious) 


2107 South 15th Place—Phone 4-2802 
Phoenix, Arizona 





Desert Mission Convalescent Home 
For 


Ambulatory, Non-tuberculous Convalescents 
Registered nurse on duty at all times 
Private and Semi-Private Rooms 
New, Modern, Quiet, Beautiful Surroundings 


9112 N. Third Street Phone 6-1671 
Phoenix (Sunnyslope) 





DRUGGIST DIRECTORY 





Open 9:00 A.M.—11:00 P.M. Call 2-1123 


We Deliver 
BLUE CROSS PHARMACY 
PRESCRIPTION SPECIALISTS 


1924 East Van Buren 
Surgical Appliances — Private Fitting Room 


OLSON PROFESSIONAL DRUGS 


Free Immediate Delivery Service 
3125 W. Van Buren Street — Phone 2-7377 


Phoenix, Arizona 











STANDARD DRUG CO. 
PRESCRIPTIONS 
14 N. San Francisco Street 
Phone 200 
Flagstaff, Arizona 








ROHRER-BLOOM DRUG CO. 
(Walgreen Agency) 
PRESCRIPTIONS PHARMACISTS 
Phone 40 
Gurley and Montezuma 
Prescott, Arizona 








DESERT DRUGS 


PRESCRIPTIONS DRUGGISTS 


Kingman, Arizona 


FLAGSTAFF PHARMACY 
DRUGGISTS — CHEMISTS 
Flagstaff, Arizona 








CITY REXALL DRUGS 
PRESCRIPTIONS DRUGGISTS 
“It Pleases Us to Please You” 
Kingman, Arizona 


FOURTH AVENUE PHARMACY 


J. W. Holloway, Prop. 


Free Delivery Service Within Radius of 8 Miles. 
Try Us and See 


Cor. E. 6th St. and 4th Aye. — Phone 4-1182 
Tucson, Arizona 














AL’S DRUG STORE 
PHONE 5-5552 
7th Avenue and Camelback Road 
Phoenix, Arizona 








CITRUS DRUG 
(Eddie Gibbons) 
Free Delivery — Phone 4-8855 


Emergency Nite Phone. 5-4521 
1524 E. Van Buren Phoenix 
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THE INTERNATIONAL 
PHARMACY 


Ethical Prescription Pharmacy 
Phone 302 


Yuma, Arizona 


212 Main Street 









JOHNSON’S DRUG STORE | 


PRESCRIPTIONS 


“Service you will like” 


Corner Speedway and Park Avenue 
Phone 2-8865 cson, Arizona 

















R & B DRUG STORE 


Prescription Pharmacists 
Phone 363 


Yuma, Arizona 











STONE AND 3RD PHARMACY 


Let us serve you and your patient 


Phone 3-6041 


749 N. Stone 


(Cor. 3rd and Stone) Tucson, Arizona 








i 
| 











DENMAN AND THOMPSON 


“The Friendly Store” 
Health Sundries 


Gila Bend, Arizona 


WILSON PHARMACY 
PRESCRIPTIONS 


El Mirage, Arizona 



























FOX DRUG STORE 
PRESCRIPTIONS 


(Directions in Spanish) 


2nd and Jefferson Phone 3-0830 
Phoenix, Arizona 


ENSMINGER PHARMACY 
RELIABLE PRESCRIPTIONS 


121 North Cortez 


Phone 188 Prescott, Arizona 
























HODGES PHARMACY 
The REXALL Store 


Phone 7982 


Eloy, Arizona 


HAMILTON’S DRUG 
The REXALL Store 


Benson, Arizona 


























PALMER’S PHARMACY 
MORTON PALMER, R.Ph.G 


1027 East 6th Street 
Tucson, Arizona 





FLORES PHARMACY 
(FARMACIA FLORES) 


“Your Nyal Service Drug Store” 
W. Congress and Meyer Sts. Phone 3-3362 


Tucson, Arizona 





























JONES DRUG COMPANY 
DEPENDABLE Rx SERVICE 


Two Convenient Locations 
111 East Congress - Phone 2-6437 
1225 South Cherry - Phone 3-3164 
Tucson, Arizona 


GRAVETT PHARMACY 


“Dependable Prescription Service” 


Phone 2-9513 4222 E. Indian School Road 
Phoenix, Arizona 























LA CONCHA DRUG STORE 
MONTE DAVILA, Prop. 


415 South Meyer - Phone 2-4191 


Tucson, Arizona 











MONTE BLISS 
Frontier Village Drug Store 


“Your Reliable Neighborhood Prescription Pharmacy 


1700 N. Maple Blvd. Phone 5-5252 
Tucson, Arizona 
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CAMPBELL DRUG COMPANY 
1007 No. 7th 
“Right Now Delivery” 
Phone 3-1992 
Phoenix, Arizona 


EVERYBODY’S DRUG COMPANY 
Prescription Druggists 
Phone 4587 
Mesa, Arizona 











KASH DRUG COMPANY 


3610 No. 7th 
Phone 5-3531 
Phoenix, Arizona 


HOWARD'S Rx PHARMACY 


Professional Prescription Service 
Phone 8-3694 312 W. McDowell Rd. 
Phoenix, Arizona 











WOOD’S PHARMACY 
Prescription Pharmacists 
100 Washington Street 

Peoria, Arizona 


McDOWELL PHARMACY 
545 E. McDowell Rd. Phone 2-3137 - 3-4332 


Phoenix, Arizona 














SHARPE & PULLINS 
Prescriptions 
229 E. Glendale 
Phone Glendale 298 
Glendale, Arizona 


MESA DRUG COMPANY 
(Walgreen Agency) 
Prescriptions 
101 Main Street Phone 5679 
Mesa, Arizona 














Physicians and Surgeons Pharmacy 
PRESCRIPTIONS 
753 E. McDowell Road 


Phoenix, Arizona 


Phone 4-8434 





MURRAY’S PHARMACY 
PRESCRIPTION DRUGGISTS 
Phone 28 
Superior, Arizona 














BOWMAN DRUG COMPANY 
PRESCRIPTIONS 


Phone 533 
Goodyear, Arizona 














LAIRD & DINES 
The REXALL Store 


Reliable Prescription Service 
Tempe 422 Mill Ave. & 5th 


Tempe, Arizona 


ROCKLIN’S 
PROFESSIONAL PHARMACY 


Where Pharmacy Is a Profession 


39 East Monroe Street 
6 Doors East of Professional Bldg. 
Phone 3-3470 
PHOENIX, ARIZONA 














MAC ALPINE DRUG CO. 


The Rexall Store 


This label is your guarantee of accurate 
prescription compounding 
FREE DELIVERY PHONE 4-2606 
2308 No. 7th St. Phoenix, Arizona 
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PHYSICIANS’ DIRECTORY 
NEUROLOGY and PSYCHIATRY 








OTTO L. BENDHEIM, M.D. RICHARD E. H. DUISBERG, M.D. 
NEUROLOGY and PSYCHIATRY Diplomat of the American Board 


1515 North Ninth Street NEUROLOGY, PSYCHIATRY AND 
PHOENIX, ARIZONA ELECTROENCEPHALOGRAPHY 


Certified by American Board of 
Psychiatry and Neurology 419 Professional Building Phoenix, Arizona 

















THIS SPACE FOR SALE 
FOR INFORMATION AND RATES MILTON H. ERICKSON, M.D. 


write to PSYCHOTHERAPY AND PSYCHIATRY 
Certified by American Board of 
ARIZONA MEDICINE e y American Board o 


Psychiatry and Neurology 


401 Heard Bldg. 
eae oy 32 West Cypress Street Phone 2-4254 


PHOENIX, ARIZONA Phoenix, Arizona 


NEUROLOGICAL SURGERY 











JOHN A. EISENBEISS, M.D. JOHN RAYMOND GREEN, M.D. 


Certified by American Board of Cuntiad ty te Amatiin Deool 


Neurological Surgery of Neurological Surgery 


Lois Grunow Memorial Clinic 1010 Professional Building 
926 E. McDowell Road Telephone 8-3756 
hsouix, Aches PHOENIX, ARIZONA 


UROLOGY 


rs oe W. G. SHULTZ, M.D., F. A. C. S. 


Diplomate of The American Diplomate of The American 
Board of Urology Board of Urology 


LADDIE L. STOLFA, M.D. 


Lois Grunow Memorial Clinic 1010 N. Country Club Road 


926 East McDowell Road F 
Tel. 4-3674 Phoenix Telephone 5-2609 Tucson, Arizona 














PAUL L. SINGER, M.D., F. A. C. S. DONALD B. LEWIS, M.D. 


Certified American Board of . UROLOGY 
UROLOGY 


1313 N. Second Street . Phone 3-1739 123 So. Stone Ave. Phone 4500 
PHOENIX, ARIZONA Tucson, Arizona 
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DIRECTORY 
CHEST DISEASES AND SURGERY 








| 


ROBERT H. CUMMINGS, M.D. 


Diplomate of the 
American Board of Urology 


808 Professional Building 
15 East Monroe Phone 4-3577 + 
Phoenix, Arizona 


GEORGE A. BOONE, M.D. 
JAS. E. O'HARE, M.D 


DISEASES AND SURGERY OF THE CHEST 
601 East Sixth Street Telephone 4-1561 


TUCSON, ARIZONA 





INTERNAL MEDICINE 





ROBERT S. FLINN, M.D. 
INTERNAL MEDICINE 


CARDIOLOGY and ELECTROCARDIOGRAPHY 


1118 Professional Building 


Phone 4-1078 
Phoenix, Arizona 


DANIEL H. GOODMAN, M.D. 


INTERNAL MEDICINE CARDIOLOGY 
ELECTRO CARDIOGRAPHY 


607 Heard Bldg. Phone 4-7204 


Phoenix, Arizona 








JESSE D. HAMER, M.D. 
F. A. C. P. 


INTERNAL MEDICINE 
CARDIOLOGY 


Suit 910 
15 E. Monroe St. 


KENT H. THAYER, M.D. 


F. A. C. P. 
INTERNAL MEDICINE 
Diplomate of the 
American Board of Internal Medicine 
ROBERT H. STEVENS, M.D. 
INTERNAL MEDICINE ALLERGY 


1313 N. Second St. Phone 4-8841 
Phoenix, Arizona 








FRANK J. MILLOY, M.D. 
F. A. C. P. 


INTERNAL MEDICINE 


611 Professional Building 
Phone 4-2171 
Phoenix, Arizona 





JOSEPH BANK, M.D. 


Diplomate of 
American Board of Internal Medicine 
American Board of Gastroenterology 
JOHN W. FINDLEY, Jr., M.D. 
GASTROENTEROLOGY, GASTROSCOPY 


800 North First Avenue Phone: 4-7245 
PHOENIX, ARIZONA 











ROBERT E. RIDER, M.D. 
INTERNAL MEDICINE 
ELECTROCARDIOGRAPHY 


Del Sol Hotel Bldg. 
Yuma, Arizona 








W. PAUL HOLBROOK, M.D, 
F.A.C.P. 


DONALD F. HILL, M.D., F.A.C.P. 
CHARLES A. L. STEPHENS, Jr., M.D. 


Tucson, Arizona Phone 5-1511 
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ORTHOPEDIC SURGERY 








GEORGE L. DIXON, M.D. 


PHILIP G. DERICKSON, M.D. 
ORTHOPAEDIC SURGERY 


Diplomate of the American Board 
of Orthopaedic Surgery 


744 N. Country Club Road Telephone 5-1533 
TUCSON, ARIZONA 


GEO. A. WILLIAMSON, M.D., 
F.A.C.S. 


LEO L. TUVESON, M.D. 
ORTHOPAEDIC SURGERY 


800 North First Ave. Telephone 2-2375 
PHOENIX, ARIZONA 











ROBERT E. HASTINGS, M.D., 
F.A.C.S. 
ALFRED O. HELDOBLER, M.D. 


Diplomates American Board of Orthopaedic 
Surgery 
ORTHOPAEDIC SURGERY 


1811 East Speedway 
TUCSON, ARIZONA 





JAMES LYTTON-SMITH, M.D. 
RONALD S. HAINES, M.D. 
JOHN H. RICKER, M.D. 

STANFORD F. HARTMAN, M.D. 


926 East McDowell Road 
Phoenix, Arizona 





HOSPITAL 





WALTER V. EDWARDS, Jr., M.D. 


Lawrence Memorial Hospital 


Cottonwood, Arizona 


H. B. LEHMBERG, M.D. 
J. T. ONEIL, M.D. 


Casa Grande Clinic Phone 4495 


Casa Grande, Arizona 








THIS SPACE FOR SALE 
FOR INFORMATION AND RATES 


write to 


ARIZONA MEDICINE 
401 Heard Bldg. 
Phone 2-4884 
PHOENIX, ARIZONA 


MESA MEDICAL CENTER 


MARK H. WALL, M.D. 
FRANKLIN B. LANEBACK, M.D. 
J. EDWIN KEPPEL, M.D. 


206 East Main St. 
Mesa, Arizona 
Office Phone 4350 








BUTLER CLINIC 
D. E. NELSON, M.D. 


F. W. BUTLER, M.D. 


501-505 Fifth.Avenue 
SAFFORD, ARIZONA 








SUN VALLEY CLINIC 
34 North Macdonald 


MESA, ARIZONA 
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NN a 
PHYSICAL MEDICINE ALLERGY 


M, E. FULK, M.D. 
GLENDALE CLINIC HOSPITAL 
Clinic Open Daily: 9 a.m. to 6 p.m. 





E. A. GATTERDAM, M.D. 
ALLERGY 


15 E. Monroe St., Professional Bldg. 
Office Hours: 11 A. M. to 5 P. M. 
Phoenix, Arizona 


Sundays and Holidays by Appointment 
245 East A Avenue Phone 240 


Glendale, Arizona 


PHYSICIANS and SURGEONS ANESTHESIOLOGY 








GEORGE B. IRVINE, M.D. __ LOUISE BEWERSDORF, M.D. 
W. G. PAYNE, M.D. F. A.C. A. 


ANESTHESIOLOGY 
PHYSICIANS AND SURGEONS 
‘ mn 208 West Glenrosa 
8 West Fifth Street Phone 526 Phone 53-4471 - 8-2392 


Tempe, Arizona : , 
P Phoenix, Arizona 





DERMATOLOGY 





GEORGE K. ROGERS, M.D. KENNETH C. BAKER, M.D. 


DERMATOLOGY 


Diplomate of American Board of 
Dermatology and Syphilology 
Phone 3-5264 
105 W. McDowell Road Phoenix, Arizona 


DERMATOLOGY 


Telephone 3-0602 729 N. Fourth Ave. 


Tucson, Arizona 





OBSTETRICS and GYNECOLOGY PROCTOLOGY 





HARRY J. FELCH, M.D. WALLACE M. MEYER, M.D. 
Physician and Surgeon PROCTOLOGY 


Residence Office 903 Professional Bldg. 
325 W. Granada 703 Professional Bldg. 9.9299 . : 
Phoenix, Arizona 15 E. Monroe Street Phone 2-2822 - 3-4189 
Residence 3-1151 Office 3-1151 Phoenix, Arizona 





PATHOLOGICAL LABORATORIES 





G. O. HARTMAN, M.D. PATHOLOGICAL LABORATORY 


507 Professional Building Telephone 3-4105 


W. WARNER WATKINS AND 
20 E. Ochoa St. Phone: 3-4861 ASSOCIATES 


1313 North Second Street Telephone 8-3484 
TUCSON, ARIZONA Phoenix, Arizona 


PATHOLOGICAL LABORATORY 























hans CPE wt ite alte sme reins li 


Miaeeaeee eee eee 











§ 








ARIZONA MEDICINE 


PHYSICIANS’ 





February, 1951 


DIRECTORY 





EYE, EAR, NOSE 





and THROAT 





DUNCAN G. GRAHAM, M.D. 
EYE, EAR, NOSE and THROAT 
Certified by American Board of Otolaryngology 


114 West Pepper Street 


Mesa, Arizona 


THIS SPACE FOR SALE 


FOR INFORMATION AND RATES 
write to 


ARIZONA MEDICINE 
401 Heard Bldg. 
Phone 2-4884 


PHOENIX, ARIZONA 








- 





BERNARD L. MELTON, M.D. 
F.A.C.S., F.1.C.S. 
EYE, EAR, NOSE AND THROAT 


Certified by American Board of Ophthalmology 
Certified by American Board of Otolaryngology 
Certified by International College of Surgeons 


605 Professional Bldg. Phone 3-8209 
PHOENIX, ARIZONA 


D. E. BRINKERHOFF, M.D., F.A.C.S. 
EAR, NOSE AND THROAT 
Certified by American Board of Otolaryngology 


ROBERT D. SMITH, M.D. 
EYE, EAR, NOSE AND THROAT 
Lois Grunow Memorial Clinic 


926 E. McDowell Rd. Phone 4-3807 
Phoenix, Arizona 





SURGERY 





ALFRED D. LEVICK, M.D. 
PROCTOLOGY 


1137 West McDowell Road 
Phones 8-2194 - 3-4189 


Phoenix, Arizona 


DELBERT L. SECRIST, M.D., 
F.A.C.S. 


123 South Stone Avenue 
Tucson, Arizona 
Office Phone 2-3371 Home Phone 5-9433 











H. D. KETCHERSIDE, M.D. 
SURGERY and UROLOGY 


W. R. MANNING, M.D., F.A.C.S. 
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DONALD A. POLSON, M.D. SURGERS D 
GENERAL SURGERY Diplomate American Board of Surgery 
Certified by the American Board of Surgery 
800 North First Avenue 620 North Country Club Road Phone 5-2687 
Phone 4-7245 : 5 
Shoonix, Asiume Tucson, Arizona 
GENERAL PRACTICE 
RAYMOND I. McGILVRA, M.D. M. G. FRONSKE, M. D. Ww 
GENERAL PRACTICE GENERAL PRACTICE 
307 E. Indian School Road Phones: 
Office Phone 5-0750 Office 99; Residence 155 
Office Hours: 10-12 and 2-5 By Appointment 10 N. Leroux St. 316 
Flagstaff, Arizona 


Phoenix, Arizona 
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PHYSICIANS’ DIRECTORY 
GENERAL MEDICINE THORACIC SURGERY 











e seine gaa C. THOMAS READ, M.D. 


CARDIO VASCULAR DISEASES Surgery of the Thorax 


ELECTROCARDIOGRAPHY The Lois Grunow Memorial 














303 West McDowell Rd. , Office Phone 4-7028 Phone 3-7903 Speake Actes 
Phoenix, Arizona 
_ RADIOLOGY 
5. PATHOLOGICAL LABORATORY 
GOSS - DUFFY LABORATORY 507 MEDIC, Building Telephone 3-4105 
MEDICAL CENTER X-RAY 
X-RAY AND CLINICAL DIAGNOSIS 
‘ LABORATORY 
1313 North Second Street Telephone 8-3484 
316 West McDowell Road W. Warner Watkins, M.D. R. Lee Foster, M.D. 


John W. Kennedy, M.D. 
Diplomates of American Board of Radiology 
Phoenix, Arizona 


7 Phoenix, Arizona 














DRS. HAYDEN, PRESENT, WELSH 
AND HILEMAN MARCY L. SUSSMAN, M.D., 


Diplomates of F.A.C.R. 
American Board of Radiology Diplomate of American Board of Radiology 


DIAGNOSTIC ROENTGENOLOGY 801 North Second Ave. 
Telephone 8-1027 
23 East Ochoa 


























3 Phoenix, Arizona 
Tucson 
HN FOSTER, M.D. 
JOHN FOSTER, DOUGLAS D. GAIN, M. D. 
Diplomate of American Board of Radiology ; 7 . 
Disauatiie Roentgenology X-Ray aie Diplomate of American Board of Radiology 
Radium Therapy . ’ Certified in Both 
MEDICAL ARTS BLDG. THERAPY AND DIAGNOSIS 
7 DIAGNOSTIC LABORATORY ST. MONICA’S HOSPITAL 
543 E. McDowell Road Phone 8-1601 Phoenix, Arizona 
Phoenix, Arizona 1200 South Fifth Avenue — Ph. 4-7336 
CHILDREN’S DISEASES SPEECH PATHOLOGY 
ROBERT N. PLUMMER, Ph.D. 
WILLIAM F. SCHOFFMAN, M.D. SPEECH PATHOLOGY 
CECILIA H. SH EMBAB M.D. Delayed Speech Speech for the Mentally Retarded 
JAMES L. COFFEY, M.D Stuttering. = forthe Paralytic 
7 ad init Foreign Dialect for the Cleft Palate 
DOCTORS BUILDING Vocal Disorders for the Aphasic, etc. 
, ™ Professional Member 
316 West McDowell Road Telephone 4-7287 Aaauitesn ch and Hearing Association 
Phoenix, Arizona Medical Arts Bike. Phone 3-2051 


Phncste. * Arizona 
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THE ORTHOPEDIC CLINIC 


For the Treatment of Fractures, Diseases and Surgery of 


the Bones and Joints 


ORTHOPEDIC SURGERY 


W. A. BISHOP, Jr., M.D., F.A.C.S. ALVIN L. SWENSON, M.D. 
RAY FIFE, M.D. 


Diplomates of the American Board of Orthopedic Surgery 


ARTHRITIS 
DeWITT W. ENGLUND, M.D. 


1313 North Second Street Phone 8-1586 
Phoenix, Arizona 





PATHOLOGY 








This is to announce that tissues for diagnosis are accepted by the following 
physicians who practice in Arizona, are not exclusively governmentally employed, 
and are qualified as pathologic anatomists: 


J. D. BARGER, M.D. LOUIS HIRSCH, M.D. 
Maricopa County Hospital Tucson Medical Center 
3435 W. Apache Tucson, Arizona 
Phoenix, Arizona 
RALPH H, FULLER. MD MAURICE ROSENTHAL, M.D. 
“ o— St. Monica’s Hospital 


St. Mary’s Hospital Phoenix, Arisona 


Tucson, Arizona 
GEORGE O. HARTMAN, M.D. oO. O. WILLIAMS, M.D. 


20 East Ochoa Street 425 North Fourth Street 
Tucson, Arizona Phoenix, Arizona 


HAROLD WOOD, M.D. 
1033 East McDowell Road 
Phoenix, Arizona 





RADIOLOGY 


TUCSON TUMOR INSTITUTE 


LUDWIG LINDBERG, M.D. -~ JAMES H. WEST, M.D.., F.A.C.R. 
Diplomates of American Board of Radiology 


RADIUM AND X-RAY THERAPY 
721 North 4th Ave. TUCSON, ARIZONA 
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MEAT...and the 
ANABOLIC PROCESSES 


Providing generous amounts of complete protein essential to the anabolic 
processes of the human organism, meat is an outstanding protein food for 
maintaining not only nitrogen equilibrium but also positive nitrogen 
balance in the patient. 


Only in the past two decades has been established the full significance 
of adequate protein nutrition for supporting the anabolic processes of the 
organism in physiologic stress.' The healing of all types of wounds, 
repair of regenerating parenchymal organs, detoxification, maintenance 
of normal fluid balance between the various compartments of the body, 
growth of replacement tissue in extensive burns, rapid manufacture of 
antibodies, normal phagocytic response, upkeep of the erythrocyte mass 
and plasma protein, and support of the enzyme systems are but some of 
the physiologic processes dependent upon the state of protein nutrition 
in the patient. 


Due to the almost complete absorption of the digestion products of 
meat protein and its excellent indispensable amino acid balance, the pro- 
tein of meat participates efficiently in the synthesis of new tissue protein. 
On the other hand, studies in liver regeneration after partial hepatectomy 
have shown that incomplete proteins of vegetable origin, fed alone, do 
not increase the protein of the impaired liver any better than a diet con- 
taining no protein.? 

The high content of biologically complete protein, however, is not the 
only reason for including liberal amounts of meat in the dietaries of 
patients requiring a high protein intake. Meat is also an important rich 
source of iron and valuable amounts of essential vitamins—thiamine, 
riboflavin, and niacin, and the newly discovered vitamin B,, which, among 
its several functions, promotes the most efficient utilization of protein. 





(1) Ravdin, I. S., and Gimbel, N. S.: Protein Metabolism in Surgical Patients, J.A.M.A., 
144:979 (Nov. 18) 1950. 

(2) Vars, H. M., and Gurd, F. N.: Role of Dietary Protein in Experimental Liver Regeneration 
in Nitrogen Balance Study, Am. J. Physiol., 151:391 (Dec.) 1947. 


The Seal of Acceptance denotes that the nutri- 
tional statements made in this advertisement 
are acceptable to the Council on Foods and 
Nutrition of the American Medical Association. 


American Meat Institute 
Main Office, Chicago... Members Throughout the United States 








